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FILLING ALL NEEDS 


in a wide range of laboratory procedures... 


CULTURE MEDIA 


Dehydrated e Prepared in Tubes and Bottles 
e Peptones and other Culture Media Ingredi- 
ents e RIMSEAL Sterile Disposable Plated Media 


LABORATORY APPARATUS 


BREWER Automatic Pipetting Machines e Anaer- 
obic Jars e Petri Dish Boxes e Slide Staining 
Racks e Culture Tube Cabinets e Bacteriolog- 
ical Display Racks e Tube Rotators e Dilution 
Bottle Shakers e Metal and Anaerobic Petri 
Dish Covers 


BALTIMORE BIOLOGICAL LABORATORY, INC Baltimore 18, Maryland 


Division of B-D Laboratories, Inc. 
In Canada: Becton, Dickinson & Co., Canada, Ltd., Toronto 10, Ontario 
B-B-L, KILIT, RIMSEAL, SENSI-DISC, AND TAXO ARE TRADEMARKS 


MICROBIAL SUSCEPTIBILITY TEST ITEMS 
SENSI-DISC antimicrobial discs e Automatic 
SENSI-DISC Dispenser 


MISCELLANEOUS 


Stains e Indicators e Chemicals e Carbohy- 
drates e TAxO Discs for Microbial Differentia- 
tion e xitit Ampules for Sterilization Control 
e Disposable Polyethylene Lab Gloves e Fiuo- 
rescein Isothiocyanate e Penicillinase e Ceph- 
alin Cholesterol Antigen 
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“The experience to date with 
eriseotulvin has been so promising 
for the management of Microsporum 
audouint, Trichophyton tonsurans 
and Trichophyton violaceum that it 
has become the treatment 
of choice for these in- 

fections of the scalp.” 

Supplied: Fuxvictn Tablets (scored), 500 mg., in bottles of 20 and 100; 250 mg., 
in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 
Diagnosis and Treatment, ed. 2, Chicage. Year Book Publishers, 1961, p. 350. For 


complete details, consult latest Schering literature available from your Schering 
Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 5-826 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM ‘NFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A. CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C. 
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POWERS 


COMPLETE CASE 
*** FINDING SERVICE 


For more than 26 years Powers has been 
relieving TB case-finding projects of all tech- 
nical problems. Our technicians work to your 
schedule with units that can handle as many 
as 200 chest x-rays per hour. We deliver fully 
processed x-rays, with a viewer, to sponsor’s 
roentgenologist. Long experience and large 
volume make Powers X-ray Service both 
economical and efficient. 


Available in either full size roll paper method 
or 70 mm photofluorographic method. Write 
before you plan a TB case finding project. 


ECONOMICAL 
X-RAY 
PAPER 


You can have high quality radiographs at less 
than half the usual cost with Powers X-ray 
Paper. Used by leading hospitals for over 16 
years. Powers X-ray Paper is available in 
standard sheet sizes, or perforated rolls for 
use with the Powers Magazine Cassette. 
Write for complete information. 


POWERS X-RAY PRODUCTS, INC. 


Glen Cove, Long Island, N.Y. 
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Viomycin sulfate (viocin) is the crystalline salt of an 
antituberculous antibiotic derived from the actinomy- 
cete, Streptomyces puniceus. In patients resistant to 
routine agents, VIOCIN provides significant therapeutic 
effect, particularly in combination with other antituber- 
culous agents. VIOCIN protects against operative compli- 
cations and is apparently not cross-resistant with strep- 
tomycin or isoniazid. 


IN BRIEF 


INDICATIONS: As an adjunct in the treatment of progres- 
sive exudative, hematogenous lesions and the pneumonic 
type of pulmonary tuberculosis; cutaneous tuberculous 
lesions and fistulas; tuberculous lymphadenitis; tracheo- 
bronchial and laryngeal tuberculosis; alimentary, perito- 
neal, genitourinary, meningeal, miliary, and bone and 
joint tuberculosis; and postoperatively in thoracic sur- 
gery on tuberculous patients. It is useful prophylactically 
in operations such as lobectomy and pneumonectomy 
for pulmonary tuberculosis. 


ADMINISTRATION AND DOSAGE: VIOCIN should be adminis- 
tered by deep intramuscular injection, preierably into the 
gluteal, thigh, or deltoid muscles. The dosage employed 
for most forms of tuberculosis is 2 Gm. (given in two 
doses of 1 Gm. each, 12 hours apart) every third day, 
usually in combination with PAS (12 Gm. daily by the 
oral route). Therapy should be continued for at least 
four to six months. Daily administration of viocin 
should never exceed 2 Gm. and should never be given 
continuously for more than one month. 


SIDE EFFECTS: The toxicity of viociN is related chiefly 
to dosage. When recommended dosages are used, toxic 


reactions are unlikely to occur with any degree of fre- 
quency or severity. They may occur in occasional indi- 
viduals, however, and the following reactions should 
be watched for in all patients receiving the drug: renal 
irritation, disturbances of the eighth cranial nerve, 
allergic reactions and eosinophilia, electrocardiographic 
abnormalities, edema and fluid retention, and disturb- 
ances in the serum electrolyte pattern. 


PRECAUTIONS AND CONTRAINDICATIONS: VIOCIN should be 
used under the close supervision of the physician, and 
should not be used when routine measures (as in mini- 
mal or primary pulmonary tuberculosis) or other drug 
therapy (streptomycin, isoniazid, PAS, either singly or 
in combination) would be effective. Like other anti- 
tuberculous agents, VIOCIN is of relatively little value in 
the therapy of extensive caseous or fibrotic lesions. 
Patients with impaired renal function should receive 
lower dosages and be carefully watched for signs of 
toxicity. The similar nature of the toxic manifestations 
of streptomycin and vIOCIN suggests that these two drugs 
should not be used concomitantly except when the poten- 
tialities of other drug combinations have been exhausted. 
They should not be used on the same day, and the higher 
dosage ranges should be avoided. 


SUPPLIED: In vials containing the equivalent of 1 Gm. 
or 5 Gm. viomycin as the sulfate. Diluent to be added. 


More detailed professional information available on 
request. 


1. Davey, W. N.: GP 19:107, No. 1, 1959. 
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WANT 4 


MAXIMUM INFANT FEEDING VALUE PER DOLLAR 


When the budget is limited, there is an even greater demand for an infant feeding that is 
modest in cost yet insures the greatest possible nutritional quota. 
CONSIDER The Value and Low Cost of SIMILAC WITH IRON 
At only 27 cents per quart of feeding,* or less than a penny per ounce, Similac 
With Iron provides a sound, physiologic infant feeding plus prophylactic iron. 
COMPARE The Rising and Hidden Costs of Cow Milk Feedings 
Averaging above 27 cents per quart in more than half of major U.S. cities 
studied,** cow milk prices (fresh, home delivered) are rising monthly and 
have risen more than 30 percent since 1947-49.** And cow milk feedings are 
made even more expensive by the addition of vitamin, carbohydrate and iron 
supplements. 
SIMILAC WITH IRON, assuring 12 mg ferrous iron per quart of feeding, is the positive, eco- 
nomical protection from infant iron deficiency. Similac With Iron assures enough iron for 
first year growth demands and sets up stores for the second year. No added drops or supple- 
ments are required. 
WHEN GROWTH BEGINS TO DEPLETE THE IRON RESERVE: 


SIMILAC WITH IRON’ 


AFTER THE FIRST TRIMESTER OF LIFE 
*Suggested retail price for Powder: 99¢ per pound can. **Department of Labor Statistics, October, 1960. 
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Adding Orinase 
may improve 
control significantly 
in diabetics now 
imperfectly managed 
on diet alone.’* 
Orinase releases native 
insulin via physiologic 
channels, giving the 
patient direct metabolic 
support. And Orinase 
dosage is flexible and 
readily individualized. 
To improve control 

in many diabetics on 
dietotherapy — add 
Orinase. It can make 

a gratifying clinical 
difference. 


*Trademark, Reg. U. S. Pat. Off. — 
tolbutamide, Upjohn 
Copyright 1961, The Upjohn Company 


d as the th i 


Indications : Orinase is indi 


i inal disturbances, headache, and variable 


agent of choice in the majority of selected cases of 
onus or maturity-onset type of diabetes mellitus. 


In certai ents with labile diabetes, the use of 
Orinase supplement to insulin therapy may 
effect stabilization of the diabetic condition and 
lower insulin requirement. 
Dosage: 
Patients not receiving insulin — There is no fixed 
regimen for initiating Orinase therapy, but a sug- 
gested method is: 
First day — 6 Orinase tablets (3.0 Gm.). Second 
day — 4 Orinase tablets (2.0 oe ). Third day — 
2 Orinase tablets (1.0 Gm.). Fourth and subse- 
quent days —2 Orinase (1.0 Gm.) with 
increase or decrease as necessary to control gly- 
cosuria. 
There is no fixed maintenance dose of Orinase; 
therapy may be individualized according to patient 
response. Adjust the maintenance dose (usually 1 
to 4 tablets) to the smallest dose consistent with 
good control. The daily maintenance dose may be 
given once daily or in divided doses. 
Patients receiving insulin (less than 20 units) — 
discontinue insulin and institute Orinase; (20 to 
40 units) — initiate Orinase with a concurrent 30 to 
50% reduction in insulin dose with a further care- 
ful reduction as response to Orinase is observed; 
(more than 40 units) — reduce insulin by 20% and 
initiate Orinase with a further careful reduction in 
insulin dosage as response to Orinase is observed. 
Cautions: Observe all standard diabetes precau- 
tions: dietary restriction, weight control, exercise, 
hygiene, avoidance of infection, and adherence to 
josage. As with exogenous insulin, changes in dos- 
age may be necessary during the course of manage- 
ment. In the event of stress conditions, trauma or 
infection, increased dosage or supplementary ani- 
mal insulin may be required. 
Contraindications: Orinase as the sole therapeutic 
agent is contraindicated in juvenile diabetes; un- 
stable or brittle diabetes; and diabetes complicated 
by ketosis, acidosis or coma. 
Side effects: Side effects are mild, transient and 
limited to approximately 3% of patients. Hypogly- 
cemia and toxic reactions are extremely rare. Hypo- 
glycemia is most likely to occur during the period 
of transition from insulin to Orinase. Other un- 
toward reactions to Orinase are usually not of a 
serious nature and consist principally of gastro- 


allergic skin 
disturbances (nausea, epigastric fullness, heartburn) 
and headache appear to be related to the size of 
the dose, and they frequently disappear when dos- 
age is reduced to maintenance levels or the total 
daily dose is administered in divided portions after 
meals. The allergic skin manifestations (pruritus, 
erythema, and urticarial, morbilliform, or maculo- 
papular eruptions) are transient reactions, which 
frequently disappear with continued drug adminis- 
tration. However, if the skin reactions persist, 
Orinase should be discontinued. 

Clinical toxicity: Orinase appears to be remark- 
ably free from gross clinical toxicity on the basis 
of experience accumulated during more than four 
years of clinical use. Crystalluria or other untoward 
effects on renal function have not been observed. 
Long term studies of hepatic function in humans 
and experience in over 600,000 diabetics have shown 
Orinase to be remarkably free of hepatic toxicity. 
There has been reported only one case of choles- 
tatic jaundice related to Orinase administration, 
which occurred in a patient with pre-existing liver 
disease and which rapidly reversed upon discontin- 
uance of the drug. 

Each tablet contains: 
Tolbutamide 
Supplied in bottles of 50. 

1. Bolling E., et al.: J. Kansas M. Soc. 
61135 (Merch) 1960. 2 ‘Williams, R. H.: Diabetes, 
New York, Paul B. Hoeber, Inc., 1960, pp. 491, 492. 
3. Bradley, R. F.: Se. 82 :513 
(Sept 25) 1959. » S.» : Ann. New 
York Acad. Se. uly 10} 


Orinase 


An exclusive methyl “governor” 
minimizes hypoglycemia. 


The Upjohn Company, Kalamazoo, Michigan 


0.5 Gm. 


: 


Take the danger out of waste waters with effective, 
dependable HTH chlorination. Dry, economical HTH, in free-flowing granular or 
convenient tablet form, kills bacteria, algae and fungi fast . . . treats industrial 
wastes and sewage systems. . . protects public water supplies and swimming 
pools. HTH comes in new, easy-to-handle 3%4-lb. plastic containers, the popular 
100-lb. drum and the 35-lb. pail. Application literature yours on request. Write: 


Olin Mathieson, Baltimore 3, Maryland. 


® 
Here’s to Health... te | TH 
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FOR PROVEN 
INFEGTIOUS DIARRHEAS 
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(paromomycin, Parke-Davis) 


if 0 
1A1 possesses high antibacterial and antiamebic activities, coupled with a low order of oral 
xicity.! Because it is effective against many gram-negative pathogens, HUMATIN has proved valuable 
n the treatment of infectious diarrl nd other enteric infections, most of which are caused by bacilli 
troup.?> Characteristic of the favorable response to HUMATIN is a prompt reduc- 
in the number of stools per day lecre in fever, and rapid alleviation of other symptoms of 
n 1UMATIN i o useful in all phases of intestinal amebiasis,'*!* and has shown promise 
ng useful in the preoperative suppression of intestinal flora,’ and in the adjunctive management 
tic ¢ 
i AT is not apprecial rbed from the gastrointestinal tract and is, therefore, not effective 
temic infections. Systemic toxicity has not been a problem. See medical brochure for details 
adr stration pres autions anda au 
SUPPLIED: wu ssarin (paromom Parke-D is available as the sulfate in Kapseals,” each containing 
t nt of 250 mg. of b in bott of 16 
REFERENCES: ( G. 1 { ( 59. (2) Courtney, K. O.; Thomps 
H k & 19¢ Godenne, G. D hid., 310. (4) M 
WET. &H K. K.: J ) to D 1 n 
( 6 7) Loy I & Ol 
6 { Med, & 6:586, 1959 
P E..« 9 ) H. i Me ¢ Th 7:486 
( 1.944 ¢ Mot H. & Toh, S.H 
7 I B. B.: W nt.J.M 
CS: Med. Wh:s¢ 8. (14) Mackie, J. E.; Stormont, J. M PARKE-DAVIS 


& Da N } Med. 259:1145, 1958 PARKE, DAY 4 MPANY, De 22, Michigan 
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FOR YOUR CHRONIC DISEASE PROGRAM 
an oral antidiabetic providing long-term effectiveness 
and convenient, economical once-a-day dosage 


IN BRIEF 


DIABINESE, a potent sulfonylurea, provides 
smooth, long-lasting control of blood sugar per- 
mitting economy and simplieity of low, once-a- 
day dosage. Moreover, DIABINESE often works 
where other agents have failed to give satisfac- 
tory control. 


INDICATIONS: Uncomplicated diabetes mellitus of 
stable, mild or moderately severe nonketotic, ma- 
turity-onset type. Certain “brittle” patients may 
be helped to smoother control with reduced in- 
sulin requirements. 

ADMINISTRATION AND DOSAGE: Familiarity with 
criteria for patient selection, continued close 
medical supervision, and observance by the pa- 
tient of good dietary and hygienie habits are 
essential. 


Like insulin, pIABINESE dosage must be regu- 


lated to individual patient requirements. Average 
maintenance dosage is 100-500 mg. daily. For 
most patients the recommended starting dose is 
250 mg. given once daily. Geriatric patients 
should be started on 100-125 mg. daily. A prim- 
ing dose is not necessary and should not be used; 
most patients should be maintained on 500 mg. 
or less daily. Maintenance dosage above 750 mg. 
should be avoided. Before initiating therapy, 
consult complete dosage information. 

SIDE EFFECTS: In the main, side effects, e.g., hy po- 
glycemia, gastrointestinal intolerance, and neu- 
rologic reactions, are related to dosage. They are 
not encountered frequently on presently recom- 
mended low dosage. There have been, however, 
occasional cases of jaundice and skin eruptions 
primarily due to drug sensitivity; other side ef- 
fects which may be idiosyneratie are occasional 
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the oral antidiabetic most likely to succeed 


e simplifies home care programs...saves precious time for the public health 
nurse and helps win the cooperation of the patient 

¢ brings down the cost of carrying the public assistance caseload... because of 
the ease and economy of once-a-day oral dosage 

e has proven to be the sulfonylurea most likely to control properly selected 
patients for indefinite periods...thereby helping to promote employer accept- 


ance of the diabetic 


diarrhea (sometimes sanguineous) and hemato- 
logic reactions. Since sensitivity reactions usually 
oceur within the first six weeks of therapy, a time 
when the patient is under very close supervision, 
they may be readily detected. Should sensitivity 
reactions be detected, DIABINESE should be 
discontinued. 

PRECAUTIONS AND CONTRAINDICATIONS: If hypo- 
glycemia is encountered, the patient must be ob- 
served and treated continuously as necessary, 
usually 3-5 days, since DIABINESE is not sig- 
nificantly metabolized and is excreted slowly. 
DIABINESE as the sole agent is not indicated 
in juvenile diabetes mellitus and unstable or 
severely “brittle” diabetes mellitus of the adult 
type. Contraindicated in patients with hepatic 
dysfunction and in diabetes complicated by keto- 
sis, acidosis, diabetic coma, fever, severe trauma, 
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gangrene, Raynaud’s disease, or severe impair- 
ment of renal or thyroid function, DIABINESE may 
prolong the activity of barbiturates. An effect 
like that of disulfiram has been noted when pa- 
tients on DIABINESE drink alcoholic beverages. 
suppLieD: As 100 mg. and 250 mg. scored chlor- 
propamide tablets. 

CAUTION : Federal law prohibits dispensing with- 
out preseription. 

More detailed professional information available 
on request. 


Science for the world’s well-being® 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Ine. New York 17, N.Y. 
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averts hazards 
of 
“paralytic factor” 


faster 
development of 
antibodies 


“excellent” 
recall 


= safer 
rabies 


immunization 


RABIES VACCINE 
(DUCK EMBRYO) 


Dried Killed Virus 


Rabies vaccine of duck-embryo origin was 
developed by Eli Lilly and Company to elim- 
inate the “paralytic factor’? present in vaccine 
made from brain tissue (Semple vaccine). All 
conventional vaccines of brain origin contain 
myelin, believed to be the causative factor in 
rabies treatment paralysis. Duck embryos con- 
tain little or none of the “paralytic factor.” 
Also, local reactions observed during clinical 
studies' were fewer and milder than those 
usually encountered with vaccine made from 
brain tissue. 


Clinically, it has been shown that rabies ~ac- 
cine of duck-embryo origin produces i iii- 
bodies more rapidly than does the Seniple 
vaccine.” 


Duck-embryo rabies vaccine gives excellent 
recall in persons previously immuni:ed with 
Semple vaccine.’ 


Available in 7-dose packages (one-half com- 
plete treatment) at pharmacies everywhere. 


1. J. Lab. & Clin. Med., 45:679, 1955. 2. J.A.M.A., 173:333, 1960. 
3. New England J. Med., 263:1058, 1960. 148000 
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ONE FOR THE 
ROAD BACK: 


AN IMPORTANT IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 
During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces rest- 


ful sle4p, stimulates appetite and heips to control with- 
drawal symptoms. The complications of chronic alco- 
holism, including hallucinations and delirium tremens, 


can often be alleviated with Librium. 
During the rehabilitation period, Librium makes the pa- 
tient more accessibie, strengthens the physician-patient 


relationship and facilitates better adjustment to family 


and job. Librium therapy helps to reduce the patient's 
need for alcohol by affording a constructive approach 


to his underlying personality disorders. 
Consult literature and dosage information, available on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chloro~2- methylamine» 


ine 4-oxide hyd 


LABORATORIES 
Division of Hoffmann-La Rothe Inc. 5-phenyl-3H-1,4 -b 


a 
Ls 
enrodia7zep rochloride 


the first complete 
physiologic regulator of 
Female cyclic function 


(seano OF MORETHYNOOREL WITH ETHYNYLESTRADION 3-METH 


The basic action 

Enovip closely mimics the balanced proges- 
tational-estrogenic action of the functioning 
corpus luteum. This action is readily under- 
stood by a simple comparison. In effect, ENovip 
induces a physiologic state which simulates 
early pregnancy—except that there is no pla- 
centa or fetus. Thus, as in pregnancy, the pro- 
duction or release of pituitary gonadotropin 
is inhibited and ovulation suspended; a pseu- 
dodecidual endometrium (“pseudo” because 
neither placenta nor fetus is present) is induced 
and maintained. Further, during ENovip ther- 
apy, certain symptoms typical of normal preg- 
nancy may be 1ted in some patients, such as 
nausea—which is usually mild and disappears 
spontaneously within a few days—breast en- 
gorgement, some degree of fluid retention, and 
often a marked sense of well-being. There is 
no androgenicity. ENovip is as safe as the 
normal state of pregnancy. 

The basic applications 

1. Correction of menstrual dysfunction. 
Cyclic therapy with Enovip controls dysfunc- 
tional uterine bleeding (menorrhagia, metror- 
rhagia) and often establishes a normal men- 
strual cycle in amenorrhea. 

2. Ovulation suppression (to suspend 
fertility). For this purpose Enovip is admin- 
istered cyclically, beginning on day F *’ rough 
day 24 (20 daily doses). The ovary .emains 


... unfettered 


in a state of physiologic rest and there is no 
impairment of subsequent fertility. Continuous 
administration for more than two years is not 
recommended. 

3. Postponement of the menses for rea- 
sons of health (impending hospitalization for 
surgery, during treatment of Bartholin’s gland 
cysts, acute urethritis, rectal abscess, trichomo- 
nal or monilial vaginitis), travel, forthcoming 
marriage, or pressing business or professional 
engagements. For this purpose Enovip may be 
started at any time in the cycle up to one week 
before expected menstruation. Upon discontin- 
uation, normal cyclic bleeding occurs in three 
to five days. 

4. Threatened abortion, Continuous 
ENOvip treatment provides balanced hormonal 
support for the endometrium in threatened or 
habitual abortion. 

5. Endocrine infertility, ENovin has been 
used successfully in cyclic therapy of endocrine 
infertility, promoting subsequent pregnancy 
through a probable “rebound” phenomenon. 
6. Endometriosis, Continuous therapy with 
ENovip corrects endometriosis by producing a 
pseudodecidual reaction with subsequent ab- 
sorption of aberrant endometrial tissue. 

The basic dosage 

Basic dosage of Enovip is 5 mg. daily in 
cyclic therapy, beginning on day 5 through 
day 24 (20 daily doses). Higher doses may 
be used with complete safety to prevent or con- 
trol occasional “spotting” or breakthrough 
bleeding during ENovin therapy, or for rapid 
effect in emergency treatment of dysfunctional 
bleeding and threatened abortion. ENovip is 
available in tablets of 5 mg. and 10 mg. Litera- 
ture and references, covering over five years of 
intensive clinical study, available on request. 


SEARLE | Research in the Service of Medicine 


From the beginning, woman has been a vassal to the temporal demands—and frequently the 
aberrations—of the cyclic mechanism of her reproductive system. Now, to a degree heretofore 
unknown, she is permitted normalization, enhancement, or suspension of cyclic function and 
procreative potential. This new physiologic control is symbolized in an illustration borrowed 
from ancient Greek mythology—Andromeda freed from her chains. 
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Lederlie—where innovation and improvement in immunizing agents is a tradition 


Lederle immunizing agents reflect the tradition 
of constant research to discover the new and im- 
prove the old. A case in point: Lederle Smallpox 
Vaccine is now produced from vaccinia virus cul- 
tured in chic embryos—a radical change—for the 
better—from the older calf lymph technique. The 
result: an AVIANIZED® vaccine with lessened danger 
of excessive scarring or secondary infection... 
a superior vaccine for routine use...and far 
more quickly obtainable in quantity to meet a 
public health emergency...Other Lederle immu- 
nologic agents— 


Antirabies Serum 
Rabies Vaccine 
Botulism Antitoxin 
Catarrhalis Vaccines 
Cholera Vaccine 
Diphtheria-Tetanus Toxoids 

Gas Gangrene Antitoxin Polyvalent 
Influenza Virus Vaccine Polyvalent 
Mumps Vaccine 

Pertussis Vaccine 

Poliomyelitis Immune Globulin 

Rocky Mountain Spotted FeverVaccine 
Staphylococcus Toxoid 

Tetanus Antitoxin 

Tetanus-Gas Gangrene Antitoxin 
Tetanus Toxoids 

TRI-IMMUNOL® Diphtheria-Tetanus Toxo'ds 

and Pertussis Vaccine 
Typhoid-Paratyphoid Vaccine 

Typhus Vaccine 

_POLLIGENS® Pollen Antigens Eastern 
POLLIGENS® Pollen Antigens Western 
Mixed Grasses 

Ragweed Combined 

Allergenic Extract Dust (House) 
Request complete information on indica 
tions, dosage, precautions and contraind 
cations from your Lederle representative 
or write to Medical Advisory Department 
*Trademark 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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Family Spending Patterns 
and Health Care 


By H. Ashley Weeks. The first study to show why—in terms of social 
) values and attitudes—families place the priorities they do on goods and 
services purchased for health care; what motivates some families to keep 
to strict budgets, and others to buy on impulse while a third group fol- 
lows divided spending patterns. Five-hundred middle-income, native- 
born, white, Protestant families were chosen for this survey on the as- 
sumption that in terms of living standards this group embodies the gen- 
erally accepted American norm. Health Information Foundation $3.50 


Toward the Conquest of Beriberi 


By Robert R. Williams; foreword by W. H. Sebrell, Jr., M.D. 


Illustrated $7.50 
[ARVARD UNIVERSITY PRESS 


Cambridge 38, Massachusetts 


| REPORTS OF THE COMMITTEE ON PROFESSIONAL 
EDUCATION 


| (Officially Approved by the Governing Council of the A.P.H.A.) 


Educational and Experience Qualifications of Physical Therapists in Public Health Agencies 
Educational Qualifications of Industrial Hygiene Personnel Other Than Medical, Dental, and 
Nursing 

Educational and Experience Qualifications of Public Health Laboratory Workers 

Educational Qualifications and Functions of Public Health Educators 

Educational Qualifications of Directors of Public Health Departments 

Educational Qualifications of Executives of Voluntary Health Organizations and Health Councils 
Educational Qualifications of Medical Administrators of Specialized Health Activities 
Educational Qualifications of Public Health Dental Hygienists 

Educational Qualifications of Public Health Dentists 

Educational Qualifications of Sanitary Engineers Engaged in the Field of Public Health 
Educational Qualifications of Public Health Veterinarians 

Educational Qualifications of School Physicians 

Educational and Other Qualifications of Public Health Sanitarians 


Single copies are available without charge 
Address requests to the 


Book Service 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 
1790 Broadway at 58th Street New York 19, N.Y. 
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VITAMIN A 


IN THE SPOTLIGHT 


Why Do We Need Vitamin A? Years of research going 
back as far as 1909 show that vitamin A is essential for children’s growth 
and the continuing health of our eyes, skin, and other parts of the body. 


The body gets vitamin A from many sources: 

— Vegetable foods rich in the carotenes (provitamins A): 
the body converts these to vitamin A; 

— Animal products containing vitamin A; 


— Processed foods fortified with vitamin A, or beta carotene, 
or both; 


— Pharmaceutical preparations containing vitamin A. 


wanaameemaneee In spite of the acknowledged need for this 
Per Capita Civilion Consumption essential vitamin, and its ready availability 
papas in many foods, a study by the U.S. Depart- 
150 ment of Agriculture* shows a decrease in 
ts per capita consumption, beginning in 1946 

(see chart). This trend could be reversed 
by increased use of foods naturally rich in 
vitamin A, or fortified with this vitamin by 
the processor. 


*Page 38, Catalog of Selected Charts, U.S.D.A. Misc. Publ. 799 


Free Vitamin Information. Ask the Roche Department of Education for the 
new 16-page booklet, Vital Stories About Some of the Essential Vitamins 
— A, B, (Thiamine), B: (Riboflavin), C (Ascorbic Acid), Beta Carotene. 
Free Technical Service for food processors and pharmaceutical manu- 
facturers from Roche Technical Department. Write or phone right away. 


FINE CHEMICALS DIVISION HOF FMANN-LA ROCHE INC. NUTLEY 10, NEW JERSEY 
Roche Research and Roche Products Preserve and Protect The World's Health 


TF ROCHE ROUND THE WORLD 


AFFILIATED COMPANIES: BASEL + BOGOTA + BOMBAY + BRUSSELS + BUENOS AIRES + GRENZACH 
(GERMANY) + ISTANBUL + JOHANNESBURG + LONDON + MADRID + MEXICO CITY + MILAN + MONTEVIDEO 
MONTREAL « PARIS + RIO DE JANEIRO + STOCKHOLM + SYDNEY + TOKYO + AGENCIES IN OTHER COUNTRIES 


rocHEe® Chart Courtesy of U.S. Dept. of Agriculture © 1960 HLR INC. 


VOL. 51, NO. 7, A.J.P.H. 


‘ 
g 
- 
= 7 
j 


back in action Furoxone’ 


brand of furazolidone 

stops bacterial diarrheas without eradicating the normal intestinal flora 

At a large teaching hospital, a double-blind study with FUROXONE LiQuIp in 65 chil- 

dren “demonstrated both symptomatic and bacteriological effectiveness of this drug in 

the outpatient management of bacterial diarrhea” without eradication of the normal 
intestinal flora. This “highly desirable quality”- the preservation of normal intestinal 

flora in children—is held “in contrast to experience with other . . . agents used for this 
purpose.” Overgrowth of nonsusceptible organisms “resulting in colitis, proctitis and 

anal pruritus usually associated with bowel sterilization have not been observed” with 

| FUROXONE. “Side effects were negligible and acceptability of the preparation was ex- 
cellent.” [Mintz, A. A.: Antibiotic Med. 7:481, 1960.] Furexene Liquid is a pleasant 

| orange-mint flavored suspension containing Furoxone 50 mg. per 15 cc., with kaolin 
and pectin. Dosage for both children and adults may be found in your P.D.R. P 
EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. @ 
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Beckman lists tetracycline as an effective 
antibiotic in obstetric prophylaxis, pertussis, 
staphylococcal pneumonia, urinary tract infections, 
bronchiolitis, and other infectious diseases. 
Nathan’ found tetracycline uptake enhanced in its 
“extremely well tolerated’ Cosa-letracyn form. 


1. Beckman, H.: Drugs -Their Nature, Action 


and Use, Philadelphia, Saunders, 1958. 2. e 
Nathan, L. A: Arch. Pediat. 75:251, 1958. 0 S a- - Ir a cyi 
GLUCOSAMINE POTENTIATED TETRACYCLINE 


and deliciously orange-flavored Cosa-Tetrabon® 
Oral Suspension and Cosa-Tetrabon Pediatric Drops. 


IN BRIEF 


Cosa-Tetracyn provides tetracycline with glucosa- 
mine for enhanced absorption. Mathieu et al.! have 
reported its ‘‘prompt antibacterial action and a 
broad range of antibacterial effectiveness with a 
remarkably low degree of toxicity." 


INDICATIONS: A wide range of infections due to sus- 
ceptible gram-positive and gram-negative bacteria, 
rickettsiae, large viruses and protozoa. 


ADMINISTRATION AND DOSAGE: The suggested minimum 
daily dosage for the average adult is 1 Gm. divided 
into four equal doses; proportionately less for 
children. 


SIDE EFFECTS AND PRECAUTIONS: Antibiotics may allow 
overgrowth of nonsusceptible organisms — particu- 
larly monilia and resistant staphylococci. If this 
occurs, discontinue medication and institute indi- 
cated supportive therapy and treatment with other 


appropriate antibiotics. Aluminum hydroxide gel 
decreases antibiotic absorption and is therefore 
contraindicated. Glossitis and allergic reactions are 
rare. There are no known contraindications to 
glucosamine. 


supPLieD: Cosa-Tetracyn Capsules (black and white), 
250 mg. per capsule—bottles of 16 and 100. Half- 
strength (125 mg.) capsules (black and white) — 
bottles of 25 and 100. Cosa-Tetrabon® Ora/ Sus- 
pension-preconstituted, orange-flavored, 125mg./ 
tsp. (5 cc.), 2 oz. and 1 pt. bottles; Cosa-Tetrabon® 
Pediatric Drops—preconstituted, orange-flavored, 
100 mg./cc. (5 mg./drop), 10 cc. bottle with cali- 
brated plastic dropper. 


1. Mathieu, P. L., Jr., et al.: Rhode Isiand M. J. 42:172, 1959. 


More detailed professional information available 
on request. 


Science for the world’s well-being™ (Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
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THE 20th ANNIVERSARY OF 


in every life... 


in every 


° 
Take an intangible—something without calories But let’s forget about now-rare deficiency dis- 
4 that you can’t taste, see, smell, or touch with eases and check enrichment by the yardstick of 
your hand. Add it to one of America’s most popu- better health. For example, Newfoundland in 1944 
lar foods. Wait 20 years. The result—a revolution first required enrichment of flour, plus the addi- 
in public health. But again the result is intangible tion of calcium and vitamins A and D to diet. In 
—measured in terms of disease you never suffered nine short years, the death rate dropped from 12 
» . in illness you never had. to 7.3; infant mortality fell from 111 to 41.2; still 
Such is the “Quiet Miracle of enrichment.” In births declined from 43 to 17.7 per thousand.* 
1 1941 the food mineral, iron, and B-vitamins thia- Such evidence touches close to the heart of every 
. mine, niacin and riboflavin, were added without family, every parent, every person. 
. extra cost, to flour and bread _ . . later to other What proved good for Newfoundland can be 
cereals like corn meal, rice and macaroni foods. assumed good for America. The “Quiet Miracle” 
4 Since 1941, diseases caused by lack of those same of enrichment truly reaches into every home and 
vitamins in diet have almost disappeared. every life in America. 
: *Sebrell, W. H., Jr. “20 Years of Enrichment.” 
: An address delivered at the Twentieth Anni- 
versary of Bread Enrichment Meeting. New York 
. ENRICHED... City: February 27, 1961 
; and whole wheat flour 
foods are listed amon 
: the “Essential Four” food FREE— USE COUPON OR SEND R BLANK 
> groups set up by the U.S. i r 
Dept. of Agriculture's Insti- i To: Wheat Flour Institute AJPH-7 4 
tute of Home Economics. H 309 West Jackson Bivd., Chicago 6 I 
Diet selected from these 1 Please send me for professional review copies of the National t 
| foods provides ample pro- i Research Council pamphlet, “Cereal Enrichment in Perspective, 1 
and “The two minute story of THE QUIET MIRACLE,” for pos- 
tein, vitamins and minerals. : sible professional distribution in quantities. (Please print) j 
Name | 
i 
ADODRESS__ | 
WHEAT FLOUR INSTITUTE 
| working for a healthier America through nutrition 
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4 jal ability to clear most cases of pinworm infection — 
in a practical manner... pr 
mg. pyrvinium base per ce. The 
oa tract. Its single-dose efficacy makes therapy not _lent to 5 mg. per Kg. of body weight. Precautions: — 
Tablets should be swallowed whole to avoid Staining 
pleas: i Suspension is sup- Suspension will most 
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The importance of evaluation in public health action cannot be overstated. 
This is, if possible, even truer in the new fields such as mental health. 
The need for a clear statement of the principles that must guide 


evaluation of community mental health programs is 


exceedingly well served in the analysis offered here. 


PRINCIPLES IN THE EVALUATION OF COMMUNITY 


MENTAL HEALTH PROGRAMS 


Brian MacMahon, M.D., F.A.P.H.A.; Thomas F. Pugh, M.D., M.P.H.; and George B. Hutchison, 


M.D., M.P.H., F.A.P.H.A. 


there is no accumu- 
lated body of experience in the 
evaluation of community mental health 
programs from which governing or guid- 
ing principles can be drawn. Recently, 
there have appeared detailed accounts 
of two plans for the scientific evaluation 
of a community mental health program. 
However, one of these—the Milbank 
Memorial Fund’s model for Syracuse’ 
-was never intended to be put into 
effect, and although the other—the St. 
Louis School program*—has reached 
the operative stage, no results of the 
evaluation have yet been reported. 
Therefore, attempts at defining what 
constitute principles in the evaluation 
of community mental health programs 
must depend on knowledge gained from 
other areas, and discussion of the ap- 
plicability of such principles in the 
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evaluation of community mental health 

programs will perforce be theoretical. 
Fortunately, we were asked to deal 

with principles, and not with practical 
problems. By comparison with the 
practical problems the principles in- 
volved are relatively simple, and briefly 
stated. They may be classed under one 
of three general headings: 

1. The determination of what type of evalua- 
tion is required before designing the 
evaluatory plan. 

2. The definition of the program, the popula- 
tion to be served, and the effects desired. 

3. The choice of comparison groups which 
will permit the inferences required by the 
type of evaluation selected. 


Types of Evaluatory Studies 


According to the underlying purpose, 
evaluatory studies fall into one of two 
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major categories. The first general 
category of evaluatory studies consists 
of those designed to test the hypothesis 
that a certain practice, if successfully 
carried out within specified limits, has 
a measurable beneficial outcome in the 
group on whom it is practiced; for ex- 
ample, to test the idea that surgical re- 
moval of the affected breast leads to a 
lengthening of life among patients with 
breast cancer. This process we will refer 
to as evaluation of accomplishment. 
Effective studies of this variety are by 
far the less common of the two types of 
evaluation. In the field of community 
mental health they are conspicuous by 
their absence. Meyer and Borgatta* 
have suggested many reasons for this 
lack, but the most important appear to 
stem from problems encountered in 
studying all cause-effect relationships, 
exemplified in this instance by the de- 
sired cause-effect relationship between 
the treatment and decreased disease 
prevalence. Unless the beneficial effects 
of a therapy or preventive are startlingly 
obvious, a situation which does not seem 
to be the case in most mental disorders, 
the evaluation of accomplishment re- 
quires formal experimental methods, in- 
cluding random or systematic allocation 
to treatment and comparison groups, ob- 
jective assessment of results, and so forth. 

The second category comprises studies 
designed to find out whether a sup- 
posedly therapeutic or preventive prac- 
tice is in fact being carried out within 
specified limits—for example, are cancer- 
ous breasts being removed in accord- 
ance with criteria established as “good 
surgical practice.” This process we 
refer to as “evaluation of technic.” In 
evaluation of technic, cause and effect 
are not at issue—the procedure is con- 
cerned merely with the description of 
the quality of the events of which the 
technic is comprised. Compared with 
evaluation of accomplishment, evalua- 
tion of technic is relatively easy, and 
much has been done in this area. In 


the field of surgery, for example, where 
controlled evaluation of accomplishment 
is so rare, evaluation of technic is 
highly developed. On the other hand 
there are still large areas in which much 
remains to be done, as witness the singu- 
lar scarcity of studies such as that of 
Peterson* on the evaluation of the tech- 
nic of general medical practice. 

Hutchison,® has previously drawn at- 
tention to the distinction between these 
two types of evaluation, using a differ- 
ent terminology. He distinguished 
“evaluation of intermediate objectives” 
(the technic) from “evaluation of ulti- 
mate objectives” (the health benefits 
derived from the procedure). However, 
as he pointed out, while physicians tend 
to regard health as an ultimate objective, 
not everybody shares this point of view; 
economists, for example, may regard 
health (including their own) as an ob- 
jective intermediate to the economic 
well being of a country. 

It is imperative to distinguish the pur- 
poses of these two types of evaluatory 
study. Without any doubt, the first 
category—the controlled evaluation of 
accomplishment—is the more vital. 
Unless it has been shown that the use 
of a certain technic is followed by bene- 
ficial results, what is the use of making 
sure that the technic is being followed? 
Once a technic has been shown to be of 
value, however, continuing studies de- 
signed to evaluate the application of the 
technic become crucial. The personnel 
and other facilities necessary to the con- 
trolled evaluation of accomplishment in 
a community program are so consider- 
able that it is obviously impractical for 
them to be built into more than a few 
pioneering studies. Furthermore, once 
a technic has been clearly shown to be 
of value, further critical evaluations may 
be contra-indicated because of the un- 
desirability of retaining untreated groups 
as controls. The importance of the 
initial controlled evaluations is evident 
since their results will be assumed to be 
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applicable to much wider populations 
than those on which they were carried 
out. The subsequent evaluatory process 
is simply one to insure that in this 
wider application the technic as applied 
in a particular program is sufficiently 
similar to that applied in the original 
evaluations to justify the assumption 
that the same beneficial effects will occur 
as a result. Since the evaluation of 
technic does not require the identifica- 
tion of a cause-effect relationship, but 
merely the definition of the technic, and 
the observation, recording, and cata- 
loguing of events of which it consists, 
it is a process that can be, and usually 
is, built into each individual program. 
Before leaving the subject of cate- 
gories of evaluation and their purposes, 
there is one concept that should be 
mentioned, if only to be dismissed. This 
is the idea that programs gaining “com- 
munity acceptance” are, ipso facto, bene- 
ficial. That this reasoning is a non 
sequitur should be evident. It is demon- 
strated currently by the acceptance of 
well advertised nostrums, and historically 
by waves of enthusiasm that have been 
generated by a variety of medical cults. 


Principle of Definition 


Turning now to the second area of 
principle—definition—we have no in- 
tention of attempting to define com- 
munity, mental, health or program. No 
such definition is needed here. What 
must be susceptible to definition, how- 
ever, both as to what it is and as to 
what its intentions are, is the individual 
program that is to be evaluated. It is 
immaterial whether or not it falls into 
one’s preconceptions of what the in- 
gredients of a community mental health 
program ought to be. 

A statement of the essence of a 
mental health demonstration used by 
Ernest Gruenberg, however, par- 
ticularly useful in identifying the type 
of program that seems capable of being 
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MENTAL HEALTH PROGRAMS 


evaluated. From the context of the 
statement it does not appear that any dis- 
tinction is intended between a demon- 
stration and a program; indeed the 
statement might well be descriptive of 
a variety of service programs in the 
health field: 

“The essence of a mental health demonstra- 
tion is that extra resources, extra interagency 
cooperation, extra consultative services from 
experts, etc., are made available to an entire 
population on a scale large enough that ob- 
servable changes in the population’s mental 
health can be anticipated.” 


We note from Gruenberg’s statement 
that a community mental health program 
is made available to an entire popula- 
tion, and that changes are anticipated 
in the population’s mental health. This 
population need not be defined as a 
whole population in the demographic 
sense, but may be restricted in terms of 
age, sex, occupation, club or school 
membership, or in some other way. 
Glidewell and his colleagues,” for ex- 
ample, are concerned with the evalua- 
tion of a program designed for school 
children in St. Louis. The Milbank 
Memorial Fund’s model for Syracuse’ 
was based on a program for recipients 
of Old Age Assistance. Depending on 
the nature of the program to be offered, 
there may be further specification of 
the group within the population that is 
expected to be the particular target of 
the preventive or therapeutic measures. 
This specification will usually be in terms 
of a particular illness or group of ill- 
nesses in the case of a treatment pro- 
gram, or of a particularly susceptible 
group of persons in the case of a preven- 
tive program. 

Definition of the nature of the pro- 
gram is an area that may be more 
difficult in community mental health 
than in some other subject areas. This 
is unfortunate, because even if some 
intuitive procedure on the part of an 
individual or group is evaluated and 
found to be effective, there is little pros- 
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pect for the more general application of 
the procedure until it can be defined in 
operational terms that are intelligible 
to a large body of professional workers. 
Also unfortunate is the fact that many 
community mental health programs em- 
ploy a shot-gun approach in which a 
great number and variety of services are 
offered at the same time. If such a pro- 
gram is found effective, those who wish 
to emulate it are required to duplicate 
each of the component elements, unless 
they wish to undertake new evaluations 
involving particular components of the 
program. A procedure that seems more 
logical, although requiring greater pa- 
tience on the part of the investigator, 
is the separate evaluation of the indi- 
vidual components of the larger pro- 
gram, if indeed these can be separated. 

Next, in the context of definition, 
we come to definitions involved in the 
assessment of the effects of the program. 
To return, once again, to Gruenberg’s 
statement, we note that observable 
changes can be anticipated. In order 
to evaluate a program it is necessary 
to state ahead of time the results which 
are anticipated, and to compare them 
with the results actually observed. Ob- 
servation which makes note of all the 
observable changes which follow the in- 
troduction of a program, while useful as 
a method of formulating hypotheses, 
does not evaluate the program. Further 
studies will be required to test any 
hypotheses developed as a result of such 
a survey. 

Measures of effectiveness may include 
such objective measures as mental hos- 
pital admission or discharge rates, 
length of stay, rates of truancy, delin- 
quency, divorce, separation or suicide, 
and incidence of physical illnesses, such 
as cerebral syphilis and cerebral palsy. 
They may also include more complex, 
and at times subjective, psychologic and 
psychiatric assessments, provided that 
due precautions are taken to insure as- 
sessments that are replicable and are 
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made independently of knowledge of 
the treatment group to which the patient 
belonged. Wherever opinion, whether 
of the patient or of a professional ob- 
server, forms part of the basis for evalu- 
ating the program, it is necessary for 
that opinion to be validated. It is not 
enough, for example, to take the patient’s 
statement that he feels better at its face 
value. It is necessary to demonstrate 
that the holding of such an opinion is 
correlated with some change in the 
patient that can be objectively assessed 
as harmful or beneficial. The same is 
true of the feeling of a professional 
worker as to the benefit derived by the 
recipients of his service. 

Gruenberg’s concept that the results 
should be observable seems a _ very 
reasonable one, and yet one may wonder 
how far this principle has really been 
accepted in the community mental field. 
We cannot escape the impression that 
many of the practical problems in 
evaluating mental health activities, that 
one hears so much about, originate in 
the difficulty of identifying a characteris- 
tic (whether of people or of communi- 
ties) that can be shown to change under 
the influence of a mental health pro- 
gram. From this difficulty it is inferred 
that our problem is one of identifying a 
“satisfactory” method of evaluation. 
We should not, however, overlook the 
alternative explanation—that the evalua- 
tion is in fact satisfactory but that there 
is no appreciable change to identify. 

Certain concepts that are heard of 
with some frequency in the field of com- 
munity mental health, although definable 
in the abstract, cannot be measured even 
in such simple terms as bigger or 
smaller, better or worse. Here also, 
difficulty in evaluation can be antici- 
pated. Programs having as their objec- 
tive a higher level of “positive mental 
health,” for example, stand no more 
chance of being successfully evaluated 
than would a program of venereal dis- 
ease control that was based on the ob- 
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jective of fostering positive genital 
health, however admirable such an ob- 
jective may seem. 


Principle of Comparison 


An understanding of the principles 
underlying the selection of comparison 
groups is particularly important in 
studies that purport to evaluate accom- 
plishment. 

Ideally, we would like to know what 
would have happened to the population 
to whom a particular program was 
offered had there been some other pro- 
gram, or no program, during the same 
period. This is, of course, impossible 
to determine, and we must be satisfied 
with the assessment of the trend of 
events in some other population that 
has not been exposed to the program 
being evaluated but which is otherwise 
as similar as possible to the exposed 
group. This similarity, of the com- 
pared populations, the crux of the prob- 
lem, can be assured only by random or 
systematic allocation of individuals or 
groups to treatment and comparison 
samples. Probably the most satisfactory 
procedure of all is the comparison of 
treatment and control groups randomly 
assigned from individuals offering them- 
selves for the program. However, since 
the services in community mental health 
are frequently offered to groups rather 
than to individuals, this course may be 
impossible to put into practice. Where 
programs are restricted to small com- 
ponents of a population, such compo- 
nents may be randomized, as for example 
in the St. Louis study, where 15 schools 
have been assigned to various treatment 
and comparison groups in a systematic 
way. Another method, illustrated by 
the Milbank Memorial Fund’s model for 
Syracuse, is that of comparing two or 
more large districts or cities, again 
selected randomly or systematically. 
This last method may be forced on us 
by the community-wide nature of many 
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community mental health services, but 
it is less satisfactory than the others since 
there is the danger of changes occurring 
coincidentally with the program in one 
zrea but not in the other. However, as 
we have seen from the fluoridation ex- 
periments, the cumulative evidence from 
a number of such studies may be quite 
convincing. 

In a large number of evaluatory 
studies use is made of data collected 
incidentally during, and without inter- 
ference in, the course of a program. 
Comparison groups either are absent or 
consist of some readily available groups 
whose features of similarity to or differ- 
ence from the experimental group are 
not precisely known. The attempt is to 
obtain some evaluatory information 
without the inconvenience of planning 
special evaluatory studies. To the ex- 
tent that routine records are used for 
the purpose of evaluating technic or of 
describing prognosis for persons avail- 
ing themselves of the service they may 
be perfectly satisfactory. In the minds 
of many investigators, however, it seems 
that estimates of prognosis among serv- 
ice participants are viewed as sub- 
stitutes for the evaluation of accomplish- 
ment. While one would not discourage 
periodic analysis of individual program 
records at the present time, one should 
stress their limitations, and particularly 
discourage the idea that such analyses 
can be used to evaluate the accomplish- 
ment of a program, 


Conclusion 


Lemkau and Pasamanick,’ preface 
their discussion of the problem of evalua- 
tion of mental health programs with the 
saying “Any fool can ask a question; 
the trick is to ask one that can be 
answered.” We do not believe that we 
have been unrealistic in our statements 
as to what can and should be done. 
Rather, it seems to us that, despite the 
practical difficulties, community mental 
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health programs are in many ways in 
unusually advantageous positions to be 
evaluated, particularly in terms of 
evaluation of accomplishment. 

Of recent years serious doubts have 
been expressed by competent investi- 
gators as to the efficacy of surgical treat- 
ment of cancer in prolonging life. The 
accumulated cost of surgical therapy 
for cancer in money, personnel, and 
human misery (not to mention lives) 
over the past decades is astronomical. 
Regardless of whether such therapy is or 
is not effective, it is tragic that the 
evidence does not exist, and probably 
cannot now be obtained, to lay these 
doubts to rest. The organizers of mental 
health programs should not repeat the 
mistakes of our surgical predecessors. 
In the first place, they have before them 
the experience of the surgeons, and 
others, from which to learn. Second, 
mental health programs are being born 
into an era when critical evaluation is 
a recognized part of medical thought, 
and when the professional, technical, and 
financial help necessary to the operation 
of effective evaluatory studies is not 
difficult to obtain. Third, regardless of 
how firmly one is convinced of the effec- 
tiveness of a particular program, the 


ethics involved in leaving certain groups 
untreated do not arise, since there are 
not enough facilities to provide for 
everybody. Therefore, the major prob- 
lem in evaluating the accomplishment 
of any health program—that of provid- 
ing appropriate comparison groups— 
can readily be met, if an effort is made 
to select areas for application of such 
programs in a systematic and purposive 
way. 
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The role of data collected nationally about persons under treatment in 
mental hospitals and outpatient clinics is important in the evaluation 
of community health programs, especially in relation to prevention 

and control of disability. This important problem is 


thoroughly discussed here. 


NATIONAL APPROACH TO THE EVALUATION OF 


COMMUNITY MENTAL HEALTH PROGRAMS 


Morton Kramer, Sc.D., F.A.P.H.A.; Earl S. Pollack, M.A.; Ben Z. Locke, M.S., F.A.P.H.A.; 


and Anita K. Bahn, Sc.D., F.A.P.H.A. 


bbe application of public health prin- 
ciples to the promotion of mental 
health and to the prevention and control 
of mental disorders in a population has 
led to the development of the concept of 
a community mental health program. 
The notion underlying such programs is 
that a series of activities can be carried 
out by various governmental and volun- 
tary agencies of a community and by 
the citizens themselves which, on the 
one hand, will eventually improve the 
mental health of the inhabitants of the 
community and, on the other, reduce the 
amount of disability caused by the 
mental disorders. The agencies involved 
are those responsible for the health, 
welfare, educational, religious, recrea- 
tional, and related activities of a com- 
munity as well as those responsible for 
the maintenance of law and order. 

To raise the level of mental health of 
the community two principal technics are 
used. First, professional mental health 
workers provide consultative services to 
the personnel of the various agencies 
enumerated above on the utilization of 
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technics for improving interpersonal re- 
lationships and for developing sensitivity 
to factors which affect the emotional 
well-being of individuals. Second, men- 
tal health personnel carry out pro- 
grams of mental health education in 
order to “communicate knowledge re- 
garding human personality to other pro- 
fessionals, to the general public and to 
teachers, physicians, ministers, parents, 
policemen and other individuals who 
have, because of their occupation or 
other relations, special responsibilities 
for the welfare and the mental health of 
other persons.””? 

To prevent and control disability from 
mental disorders additional technics are 
used. Primary prevention of a limited 
number of mental disorders is accom- 
plished by applying on a community- 
wide basis knowledge which has been 
demonstrated to lower the rates at 
which certain disorders occur. Early 
diagnostic and intensive treatment serv- 
ices are developed to control those dis- 
orders which cannot be prevented, and 
various other services are developed to 


| 
| 
| 
| 
| 969 


reduce the burden of disability among 
the chronically ill population. Finally, 
programs are developed to rehabilitate 
persons who have suffered from mental 
disorders. The details of such programs 
have been described elsewhere.” 
Although the community mental 
health programs now in operation at- 
tempt to include most of the elements 
described above, considerable variation 
exists among them in the relative em- 
phasis placed on activities related to 
mental health promotion, those related to 
prevention of mental disorders, and those 
related to treatment and rehabilitation. 
As a result of differences in community 
organization, of relationships between 
official and voluntary agencies, of avail- 
ability of personnel, and of the char- 
acteristics of the population groups being 
served, considerable variation also exists 
in the way the agencies responsible for 
various elements of these programs im- 
plement and coordinate their activities 
at the state, county, city, and local levels. 
Most important from the point of view 
of evaluating the extent to which these 
activities are meeting the needs of a 
community and are reaching their ulti- 
mate goals is the lack of systematic sta- 
tistical and epidemiological information 
on the mental health level of a popula- 
tion and on the incidence and preva- 
lence of mental disorders. Thus, for the 
most part, changes in the level of mental 
health and of disability from mental 
disorder in an area cannot be related 
with any degree of assurance to the 
myriad of activities that are purported 
to affect changes in them. The lack of 
such basic data is due to many factors. 
In the first place, there are many prac- 
tical and theoretical difficulties in obtain- 
ing quantitative measures of the phe- 
nomena being dealt with. Second, there 
is a paucity of indexes generally ac- 
cepted by various mental health officials 
as meaningful measures of the extent to 
which specific goals are being achieved. 
Third, mental health promotion as well 
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as treatment. and rehabilitation technics 
are frequently introduced on a wide- 
scale basis without adequate informa- 
tion on their effectiveness gained 
through carefully designed experimental 
studies. Lastly, there is a scarcity of 
programs at the state and particularly at 
the local level directed toward develop- 
ing coordinated research and collection 
of data essential to the assessment of the 
impact of the various programs singly 
and collectively on the promotion of the 
mental health of a community and in 
the prevention and control of mental dis- 
orders. 


Program Objectives of the 
Biometrics Branch, NIMH 


The foregoing has been stated to em- 
phasize the difficulty of developing a 
program at the national level for evaluat- 
ing the total effect of community mental 
health programs throughout the nation 
when so many facts are still lacking at 
the local level. Because of the broad 
scope of the problem and the complexi- 
ties of evaluation in this field, we in the 
Biometrics Branch have concentrated our 
efforts, for the time being, on developing 
for each state a systematic body of 
reasonably uniform statistical data on 
persons under treatment in mental hos- 
pitals and outpatient clinics. This plan 
of action was decided upon for two 
major reasons. First, it appeared im- 
possible to obtain data on the incidence 
and prevalence of mental disorders in 
the general population of the various 
states. Second, since many state de- 
partments of mental hygiene had already 
developed statistical reporting systems 
for gathering data on the characteristics 
of the large number of patients for 
whom they provided care, it seemed 
reasonable to make use of these organ- 
ized data collection activities as a wedge 
for developing a systematic body of sta- 
tistical and epidemiologic data concern- 
ing the mental disorders in each state. 
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Operational data derived from these 
facilities can provide a firm starting 
point for planning and evaluating pro- 
grams related to the control of and reduc- 
tion of disability from mental disorders. 
The facts so collected are of value in 
that they indicate the volume of treat- 
ment and rehabilitation facilities ava‘! 
able to a community through these re- 
sources, the characteristics of persons 
utilizing them, and often provide some 
indication of the success or failure of 
the programs of such facilities in coping 
with the problems they handle. These 
data also underscore the knowledge that 
must be gained to make possible the 
assessment of the effect of programs of 
care, treatment, and rehabilitation on 
the control of mental disorders. 


Examples of Use of National Data 


Although the types of statistical in- 
formation collected annually from hos- 
pitals and clinics are quite simple, con- 
siderable effort was required to gain 
agreement on what constituted basic 
meaningful data that could be collected 
realistically from the variegated pro- 
grams that operate in different sections 
of the country and to have these facili- 
ties utilize identical definitions of the 
variables on which data were collected. 
A Model Reporting Area for Mental 
Hospital Statistics was established in 
1951 to facilitate the collection of com- 
parable data among states by fostering 
the use of standard definitions, the 
preparation of certain basic tabulations, 
and the use of statistical methods appro- 
priate to the analysis of data on patients 
followed for long periods of time.® 
Twenty-two states, whose patient popu- 
lations account for almost 80 per cent 
of the public mental hospital population 
of the nation, are now members of the 
area. On July 1, 1954, a national pro- 
gram of reporting for governmental and 
nongovernmental outpatient psychiatric 
clinics was initiated by the National In- 
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stitute of Mental Health in cooperation 
with state mental health authorities to 
obtain uniform data on clinic patients 
and the services they receive.* 

The problems in standardization of 
mental hospital data concerned the 
definition of terms such as “first admis- 
sion,” “resident patient,” “release from 
hospital”; those for outpatient psychi- 
atric clinics involved such basic ques- 
tions as “what is a clinic?,” “who is the 
patient?,” and “what constitutes an in- 
terview?”® Efforts are being continued 
to increase standardization of these and 
other terms. The ultimate goal of such 
standardization is to achieve a degree of 
comparability among communities of 
the reported data so that differences in 
indexes obtained from these data can be 
attributed to the effect of various ele- 
ments within their programs rather than 
to differences among programs in the 
way these elements are quantified. 

The following examples will illustrate 
uses made of these data as first steps in 
the evaluation of programs of psychiatric 
care. 

First Admission Rates—Traditionally, 
first admission rates to mental hospitals 
have been used as indexes of the inci- 
dence of the psychoses. For the most 
part the intensive studies of these rates 
were carried out in the 30’s and 40's, a 
period when the public and_ private 
mental hospitals were the primary and 
in some instances the only facilities 
available for the treatment of the 
mentally ill.*!° Since then, changes in 
the care and treatment of the mentally 
ill have been reflected in the develop- 
ment of a wide variety of psychiatric 
and other medical and paramedical fa- 
cilities as alternatives and supplements 
to the mental hospital, or as pathways 
to it. These developments add to the 
difficulty in the interpretation of first 
admission rates to mental hospitals in 
terms of incidence. These rates have 
provided useful measures of change in 
the incidence of psychoses associated 
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with pellagra and syphilis. First admis- 
sion rates for these disorders have been 
accepted as reasonably good indexes of 
their incidence, and the decreases in 
these rates over time as a reflection of 
a true reduction in their incidence." 

Changing first admission rates of the 
majority of mental disorders cannot, 
however, be accepted with any degree 
of confidence as reflections of changing 
incidence of these conditions. For ex- 
ample, interpretation of the changes in 
the first admission rates of persons with 
schizophrenic and manic-depressive psy- 
choses from state to state and over the 
years requires knowledge of several 
factors; namely, the relative proportion 
of individuals with these disorders who 
are treated, of those treated the propor- 
tion who are admitted to public mental 
hospitals as contrasted to other facilities, 
variations in diagnostic practices, and 
the possibility of changes in the true 
incidence of these disorders. Un- 
doubtedly, a large part of the observed 
differences has resulted from a change 
in diagnostic practice, but data are lack- 
ing to substantiate how much of the 
differences are due to this factor and 
how much to each of the other possibili- 
ties mentioned. 

Although instances where first admis- 
sion rates can be used successfully as a 
reliable index of the incidence of a 
disease are limited, these rates can be 
used to pinpoint major problems of 
disability associated with the mental dis- 
orders. The very act of admission to a 
mental hospital in itself may be defined 
as an event which provides an index of 
the occurrence of a “serious” disability 
associated with mental disorder. Thus, 
first admission rates specific for diag- 
nosis and such variables as age, sex, color, 
marital status, and place of residence 
yield measures of the rate of occurrence 
of this event and provide useful data for 
planning and developing programs for 
the control of mental disorders and for 
research planning. They delineate popu- 
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lation groups in which high rates of 
disability exist and indicate groups 
which should be singled out for special 
attention in the planning of community 
mental health services. They also sug- 
gest important variables to be considered 
in the search for causes and effects of 
mental diseases per se and of hospitali- 
zation in particular. 

In this respect, the high rate of first 
admissions in the age group 65 years 
and over, and the increases in this rate 
over the years have focused attention on 
an important aspect of the problem of 
medical care for the aged. This phe- 
nomenon has emphasized the need not 
only for alternative methods for pro- 
viding care and treatment for persons 
with mental disorders of the senium but 
also for community programs that may 
prevent the series of medical, psychologi- 
cal, social, financial, and familial prob- 
lems associated with the high hospitali- 
zation rate in this age group. 

First admission data are also im- 
portant in planning for the future. It 
has been predicted that between 1955 
and 1975, some striking changes will 
take place in the age distribution of the 
population of the United States. The 
total population will increase by 35 per 
cent from 164,303,000 to 221,522,000. 
Of particular interest to the mental hos- 
pital administrator are the changes fore- 
cast for the age groups 15-34 years and 
65 years and over. The 15-34 age group 
will increase 53 per cent, and the popu- 
lation 65+ by 47 per cent. If we as- 
sume no change in the age-specific first 
admission rates between 1955 and 1975, 
the number of first admissions in all 
ages will increase from 119,321 to 
160,825. There will be particularly 
large increases in first admissions in 
the age group 15-34, from 32,700 in 
1955 to 48,156 in 1975, and in the 
65+ group, from 32,615 to 47,878. 
Similarly, if the age-specific resident pa- 
tient rates were the same in 1975 as in 
1955, the number of patients in the 
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PMH* would be 752,289, or 35 per cent 
greater than in 1955.1° The implica- 
tions of such population changes for 
building and staffing mental hospitals 
and for associated programs of com- 
munity services for the ill persons and 
their families and for the community in 
general are considerable. 

Mental Hospital Population Movement 
Studies—If we accept residence in a 
mental hospital as an indicator of dis- 
ability resulting from mental disorder, 
then changes in the level of the resident- 
patient rate over a period of time also 
furnish evidence of changes in the fre- 
quency of this disability. Individual 
states had observed fluctuations in the 
size of their mental hospital populations 
over the years. Thus, understandably, a 
decrease in this population between 1955 
and 1956, taken by itself, may not have 
been considered of significance. Com- 
parable data collected systematically 
over the years by the NIMH permitted 
two of the authors, in an earlier paper, 
to demonstrate the importance of this 
decrease during that period.’ The 
data revealed that the decrease was 
quite widespread, occurring in 39 of the 
48 states and the District of Columbia, 
and that it was a significant deviation 
from the trend of the preceding 11-year 
period. 

Many state mental hospital authorities 
attributed this decrease to the fact that 
tranquilizing drugs were introduced on 
a large scale into the state mental hos- 
pitals during that period. The authors 
pointed out that although this factor 
may have been the major reason for this 
change in trend, the available data on 
the movement of mental hospital popu- 
lations revealed nothing about the age, 
sex, diagnostic, and length of stay 
groups in which changes were taking 
place or whether changes were more 
striking among persons on ataractic 
drugs than among those who were not. 


* Public mental hospitals 
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This fact has stimulated more intensive 
analysis of the movement of the mental 
hospital population; detailed movement 
data by age, sex, diagnosis, and length 
of hospital stay will be reported by the 
22 states in the Model Reporting Area 
this year for the first time. Identical 
data for subsequent years will pinpoint 
the specific segments of the hospital 
population in which changes are taking 
place. The more rapid flow of patients 
between hospital and community also 
emphasizes the need for a better under- 
standing of the role of the mental hos- 
pital in the control of mental disorders 
and its relationships to the other re- 
sources in the community providing serv- 
ices to the affected individuals and their 
families. 

Cohort Studies—A study among 11 
states in the Model Reporting Area also 
illustrates the value of interstate com- 
parisons of data for the evaluation of 
mental hospital operations.'* The ex- 
perience of first admissions to each of 
these 11 state mental hospital systems 
was analyzed with respect to probabili- 
ties of release, death or continuous resi- 
dence in the hospital, for each month 
within the first year following admis- 
sion. This study provided each state 
system with data heretofore unavailable 
regarding the relationship of age, sex, 
and diagnosis to these probabilities and, 
in addition, pointed up vast interstate 
differences in these indexes. These find- 
ings also emphasized the need for data 
about factors responsible for these dif- 
ferences other than the effectiveness of 
care, such as variation in hospital ad- 
mission and release policies, availability 
of general hospitals with psychiatric 
facilities, and severity of illness of pa- 
tients at time of admission. 

An additional study is planned, there- 
fore, whereby probabilities of release 
and death will be “standardized” for 
additional factors such as race, marital 
status, place of residence, prior hospitali- 
zation experience, and legal category 
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of admission. In addition, the prob- 
ability of return to the hospital or of 
continuous stay in the community will 
be determined among cohorts of released 
patients for specified intervals of time 
following release. Thus, more detailed 
observations about interstate differences 
in hospital experience will be possible. 
Here again, these data underscore the 
need for a better understanding of the 
reciprocal relationships between the 
community and the mental hospitals. 
Psychiatric Clinic Data—The records 
of persons receiving services in out- 
patient psychiatric clinics are another 
source of systematically collected data 
on the mentally ill of a community. The 
data available pertain to age, sex, source 
of referral, residence, type of service 
rendered (diagnostic study only, diag- 
nostic study and treatment, psychologi- 
cal testing only, and so forth), number 
of interviews with patient and significant 
other persons, diagnosis, date of admis- 
sion to and discharge from the clinic, 
and follow-up services recommended.® 
Such data are useful in describing the 
characteristics of the persons who receive 
services in these clinics, the agencies in 
the community who refer persons for 
these services, the kinds and amounts ef 
services received, and the disposition 
made of the patient. For example, rela- 
tively low rates of admission for certain 
age groups in a community in compari- 
son with national figures have suggested 
groups for whom additional facilities are 
possibly needed or for whom case find- 
ing should be intensified."° Data on 
diagnosis, particularly the psychoneu- 
roses and personality disorders, and 
on selected symptoms, such as excessive 
use of alcohol, for clinic outpatients in a 
number of communities aid in defining 
more accurately population groups in 
which specific disorders are occurring 
and the proportion of such groups that 
receive clinic services.’° Comparison of 
the characteristics of inpatient and out- 
patient populations delineate programs 
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that may be out of balance. Thus, the 
high ratio of inpatients to outpatients 
among those 65 years of age and over 
have suggested that mental health clinics 
are not assuming a sufficiently important 
role in the care of geriatric patients. It 
is possible that clinic intervention could 
reduce the high rate of hospitalization 
for this group. 

Although some aspects of psychiatric 
treatment and its results are quite diffi- 
cult to quantify, certain measures, such 
as the duration, type, and amount of 
services and disposition of patient have 
been obtained by a number of states with 
a fair degree of reliability and represent 
the first steps toward program evalua- 
tion.'7!® For example, the data on the 
proportion of patients who self-terminate 
from the clinic may aid in identifying 
those groups least receptive to outpatient 
psychiatric care.*° Similarly, data on 
the proportion unimproved after treat- 
ment have been helpful in indicating 
those for whom, because of psychiatric, 
cultural, educational, or situational char- 
acteristics, some other type of care 
would seem more appropriate. More 
definitive studies along these lines could 
aid in identifying best “risks” for clinic 
treatment. In addition they provide the 
staff with facts that could lead to more 
effective clinic programs. 

It should be emphasized that treat- 
ment of patients is only one of the ac- 
tivities performed by a high proportion 
of the outpatient clinics. These facilities 
provide diagnostic and evaluative serv- 
ices for patients referred by a variety of 
community agencies and serve frequently 
as a focal point for the consultative and 
mental health educational activities of a 
community. Certain crude measures 
have been collected of the extent of these 
activities, such as the proportion of pa- 
tients who receive diagnostic services 
only and proportion of professional staff 
time spent on educational and consulta- 
tive activities.* However, the evaluation 
of the effectiveness with which these 
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services are meeting specific needs re- 
quires special studies at the community 
level. 


Discussion 


The preceding illustrations demon- 
strate uses made of nationally available 
data from mental hospitals and clinics 
on the extent of disability from mental 
disorders. Interpretation of differences 
in the indexes derived from these inedi- 
cal care data between states, geographic 
subdivisions within a state, age, sex, and 
socioeconomic groupings are limited for 
two major reasons. First, there are no 
systematic measures of the “total” inci- 
dence of specific disorders and their 
associated disabilities within a state and 
its various geographic subdivisions. 
Thus, there are no base lines against 
which to assess changes in incidence of 
specific disorders over the years. Second, 
the numerator of the admission rates 
and the resident patient rates derived 
only from mental hospitals and clinics 
provide an incomplete enumeration of 
the persons who come under treatment 
for psychiatric disorders. We are severely 
limited in interpretation of the rates 
which we now have by lack of systema- 
tic data on the characteristics of patients 
who receive services in the other types 
of facilities which now care for the men- 
tally ill. 

Determination of the incidence and 
prevalence of mental disorders presents 
many difficult problems. We may illus- 
trate this in relation to incidence. De- 
termining the incidence rate of mental 
disorders requires the development of 
generally acceptable criteria for defining 
what the numerator of such a rate shall 
be. If the numerator shall consist of 
“new” cases of mental disorder, then it 
is necessary to develop technics—be they 
biological, psychological, psychiatric, or 
some combination of these—for deter- 
mining the date in a person’s life when 
this event first occurs and methods for ap- 
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plying these technics in the field to 
determine the proportion of a popula- 
tion who experience this event per year. 
If we are interested in a specific kind 
of mental disorder, then criteria must 
be developed which are specific for this 
disorder. If we agree that the solu- 
tion of such problems will take time but 
that measures of the incidence of dis- 
ability from mental disorders are needed 
in the interim, then we must search for 
operational solutions to the problem. One 
such solution is to determine for defined 
geographical areas the number of people 
who enter into treatment for the first 
time in all of the psychiatric facilities 
serving those areas. This would include, 
as a minimum, the public and private 
mental hospitals, outpatient psychiatric 
clinics, the VA facilities, both inpatient 
and outpatient, and psychiatric services 
of general hospitals. This would provide 
a more complete numerator of the rate 
at which persons enter into treatment. 


Extension of National 
Reporting Coverage 


The collection of more complete treat- 
ment data on a city, county, or state- 
wide basis poses some difficult problems 
because of the increasing number of 
treatment facilities developing. To ob- 
tain a more complete picture of chil- 
dren’s disorders, data are needed for 
residential treatment centers for emo- 
tionally disturbed children. Since the 
estimated number of psychiatric admis- 
sions to general hospitals now exceeds 
that for the public mental hospitals,?* 
more detailed data on patients admitted 
to these facilities are essential to a better 
understanding of the public mental hos- 
pital programs. Since a large number 


of the aged mentally ill persons are now 
being cared for in nursing homes and 
homes for the aged, interpretation of 
patterns of care for the aged is difficult 
without data on these alternative facili- 
ties.23-24 
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At the national level we hope to be 
able to broaden our reporting universe 
to include at least some of the above 
facilities not now reporting. Plans are 
being developed to permit a routine 
annual identification of all general hos- 
pitals which admit psychiatric patients 
for diagnosis or treatment. The only 
data currently collected from general 
hospitals now known to admit such 
patients pertain to movement of psy- 
chiatric patient population and distribu- 
tion of discharges by sex and diagnosis. 
Future efforts must be directed toward 
collecting such information as distribu- 
tion by age, length of hospital stay, and 
the characteristics of patients transferred 
to mental hospitals as compared to those 
of patients released to the community. 
Preliminary discussions have been held 
also concerning plans to identify and 
collect basic data from residential treat- 
ment centers for emotionally disturbed 
children. Data on persons with mental 
disorders first admitted to the VA hos- 
pitals are a necessary adjunct to an 
analysis of data on first admissions to 
mental hospitals by sex because of the 
large number of males admitted to those 
hospitals. 

The feasibility of collecting data from 
psychological and other paramedical 
outpatient.and inpatient facilities pro- 
viding services to the mentally ill such 
as social service agencies, «<hool mental 
health services, and nursing homes is 
also being investigated. Major prob- 
lems arise here because adequate psy- 
chiatric data may not be available, 
since only a segment of the population 
under care of these facilities would be 
considered mentally ill. Furthermore, 
these facilities are not necessarily li- 
censed by or known to the state mental 
health or hospital authority or other 
central agency; and many of these 
facilities are of a transient nature thus 
complicating a reporting program. Sys- 
tematic data on persons under care in 
paramedical facilities can be collected 
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for individual communities only through 
intensive coordinated efforts by all of its 
local agencies and a willingness on the 
part of these agencies to participate in 
these activities. 


Coordination of Community Data 


It must be emphasized, however, that 
collection and interpretation of piece- 
meal data becomes increasingly difficult 
unless steps are taken at the local level 
to relate the services provided in differ- 
ent facilities to each other and to find 
some way of relating those activities to 
the problem of mental disorders in an 
area. A mechanism is needed whereby 
all of this information can be coordinated 
in some meaningful way. It has not 
been possible to obtain from data here- 
tofore collected unduplicated counts of 
individuals under psychiatric care in a 
year or to combine information on the 
psychiatric treatment received by indi- 
viduals over long periods of time. 

A useful approach to this problem is 
the development of a case register for 
mental illness, comparable to those for 
other chronic illnesses such as cancer 
and tuberculosis. This procedure would 
require that routine case reports from 
all known outpatient and inpatient psy- 
chiatric facilities and, if possible, from 
private practitioners within an area be 
forwarded to a central agency, and that 
the report be identified by patient name 
for linkage into a single record of all 
episodes of treatment for an individual. 
The purpose of such a register is to yield 
unduplicated counts of individuals for 
computation of rates of admission to psy- 
chiatric care by age, sex, color, resi- 
dence, diagnosis, and other characteris- 
tics, to determine the flow of persons 
from one facility to another, to study 
changes in diagnosis over time, and to 
determine the probabilities of readmis- 
sion to any psychiatric  facility.* 
Registers can also be used to guide ac- 
tivities related to follow-up services for 


VOL. 51, NO. 7, A.J.P.H. 


| 
| 
| 

| 


patients and their families and to pro- 
vide data useful in the evaluation of 


such programs. Community registers 
are now in operation in San Mateo 
(Calif.), in an upstate New York county, 
and in a section of Manhattan. In addi- 
tion a state-wide register is being de- 
veloped in Maryland. These registers 
differ considerably in the extent of their 
coverage and the purposes for which 
they were established. The development 
of a number of community registers 
with comparable definitions and methods 
would enhance their usefulness. 


Need for Measures of Disability 


The lack of satisfactory criteria and 
methods for the reliable and consistent 
psychiatric classification of patients has 
been pointed out. Also lacking are ob- 
jective methods for characterizing the 
disability of patients. While the act of 
hospitalization is in itself some measure 
of a person’s disability, the act of attend- 
ance at a clinic is a less clear-cut demon- 
stration of inability to function ade- 
quately in the community. Objective 
measures 0” -he degree of impairment 
and of psychosocial changes in patients 
are necessary for intercommunity com- 
parisons and for evaluating the success 
or failure of the mental health programs. 
Of particular importance is the develop- 
ment of methods to obtain data on com- 
munity adjustment of patients which 
can be used to characterize the degree 
of psychiatric disability, social and 
familial adjustment, and physical condi- 
tion of patients at various intervals fol- 
lowing release from the hospital or ter- 
mination of clinic treatment. Advances 
in these areas are dependent upon fur- 
ther gains in scientific knowledge. 


Summary 


We have discussed the role of na- 
tionally collected data on persons under 
treatment in mental hospitals and out- 
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patient clinics in the evaluation of that 
aspect of community mental health pro- 
grams dealing with the prevention and 
control of disability from mental dis- 
orders. This program has attempted to 
find elements common to hospital and 
clinic programs in the various states and 
to collect a body of uniform statistical 
data on these elements. 

Examples have been given of the use 
of the operational data so collected as 
an aid in the evaluation of such pro- 
grams. These data are useful in indicat- 
ing the volume of treatment and re- 
habilitation facilities available to a 
community through hospitals and clinics, 
the characteristics of persons utilizing 
them and, often, in providing some indi- 
cation of the success or failure of the 
programs of such facilities in coping 
with the problems they handle, and in 
meeting the needs of the community. 
They also provide some quantitative evi- 
dence of the effect of new programs on 
the flow of patients to and from these 
facilities. 

The data presented have underscored 
knowledge that must be gained to make 
possible the further assessment of the 
effect of preventive and control pro- 
grams on reducing the burden of mental 
disorders. Considerable clinical, labora- 
tory, field, and administrative research 
must be carried out to provide the 
knowledge that will satisfy these needs. 
At the national level we can provide, to 
date, only limited facts concerning the 
impact of community programs on the 
prevention and control of mental dis- 
orders. This stems partly from our own 
program inadequacies, partly from those 
at the state and local levels, and partly 
from problems inherent in the disorders 
we are attempting to prevent and con- 
trol. The data being collected at the 
national level are most useful in provid- 
ing gross indicators of successes as well 
as failures in control and preventive 
programs, of technics of uncertain value 
that need further evaluation, major 
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problems that have to be attacked in 
different geographic sections of the 
country and in various subgroups of the 
population, and some basis for antici- 
pating future needs for personnel and 
services. Indeed the fact that these data 
are being collected nationally places 
major limitations on the kinds of statisti- 
cal information that can be collected. 
We must formulate significant questions, 
the answers to which require data that 
can be obtained in states with the least 
sophisticated programs as well as those 
with the most sophisticated; in states 
with inadequately trained research and 
statistical personnel, as well as those with 
the best. 

Community agencies frequently need 
indexes of the effectiveness of their pro- 
gram requiring data collection proce- 
dures that could not be accomplished at 
the national level. Local programs are 
developed to solve problems resulting 
from the health, social, educational, eco- 
nomic, and cultural characteristics of 
the populations of these areas. To obtain 
the facts needed for the development of 
indexes which can be used to evaluate 
these program activities “a community 
agency sincerely interested in measur- 
ing the effects of its activities on the 
health of the people must be willing to 
establish a research program for this 
purpose." In so doing these com- 
munity agencies will provide facts and 
knowledge which will be helpful not only 
to themselves but to those of us at the 
national level attempting to gain a better 
understanding of the consequences of 
various activities throughout the nation 
directed toward the improvement of 
mental health and the prevention and 
control of mental disorders. 
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Food Science Program to Expand 


The University of Massachusetts at 
Amherst is starting to build a major 
teaching and research center devoted ex- 
clusively to food science studies. This, 
it is said, will be the largest, most mod- 
ern center of its kind in the East. The 
university will undertake an expanded 
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program in food chemistry, biochem- 
istry, microbiology, processing, handling, 
and packaging. The equipment to be in- 
stalled is expected to make newer 
methods of instrumentation in analysis, 
colorimetry, quality evaluation, and 
process control possible. 


How much evaluation can be done directly at the local level? The 


following article describes an interesting attempt to delineate 


quantitatively the activities of a community mental health 


program. The data are made the basis for determining 
how and to what degree the program fills 


community needs. 


SOME INITIAL APPROACHES TO CONTINUOUS 
EVALUATION OF A COUNTY MENTAL HEALTH 
PROGRAM—AN INTERIM REPORT 


Gary M. Heymann, Ph.D., and Joseph J. Downing, M.D., F.A.P.H.A. 


N the broadest sense, evaluation of a 

mental health program should con- 
cern itself with measures of the interac- 
tion between the community being 
served and the mental health facility 
charged with the task of utilizing pro- 
fessional skills at its command in what 
are considered the best interests of the 
community. The problems of reliability 
and validity in the behavioral sciences, 
the difficulty of defining the very con- 
cept of “mental health” itself, are all 
well known. The hard facts of life in 
this particular area of endeavor compel 
us to utilize whatever information is at 
hand, to improvise means and measures 
wherever no information currently exists, 
and to be cautious and/or skeptical 
about what we conclude from our find- 
ings. 

Our effort at program evaluation at- 
tempts to address itself to several major 
areas, First, there is the community 
itselfi—the county of San Mateo. We 
look to actuarial information in order 
to help us understand what kinds of 


mental health problems are being gen- 
erated in the community, where, by 
whom, at what rate, and if possible, 
why. This kind of information may also 
help us find answers to other important 
questions. What are the significant 
factors which lead some people to seek 
our services in the hope of obtaining 
help with their problems? What factors 
prevent others from doing likewise? 
What unmet mental health needs exist 
in our community right now—what 
problems are likely to arise in the near 
future? How can we deal with them 
preventively and/or remedially? 
Second, we would like to evaluate the 
treatment, consultation, and educational 
efforts which we presently bring to bear 
on the community’s mental health prob- 
lems. What did we actually do for 
those who came to us for help? How 
effective are the services we offer? For 
what persons and/or problems are they 
helpful—when are they not helpful? 
If we can make such discriminations at 
all, with what reliability and validity 
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can we predict whom we can help and 
whom we cannot, who really needs psy- 
chotherapy and who does not? Looking 
inwardly in another way, we are trying 
to evaluate our use of staff time in order 
to provide a factual basis for adminis- 
trative decisions intended to bring about 
maximal utilization of what is likely to 
remain a permanently scarce commodity 
—the professional time available to the 
program. 

A third major area concerns the 
evaluation of our service in the context 
of the over-all state mental hygiene pro- 
gram. The state of California has shown 
a lively interest in the way our program 
tends to affect on-going state programs. 
For example, we are not alone in 
wondering how many county citizens are 
kept out of state mental hospitals as a 
result of Short-Doyle subsidized local 
treatment efforts. The answer to this 
question, incidentally, suggests that some- 
thing demonstrably helpful is going on 
in our county. Our 30-bed psychiatric 
ward, which operates on an open-door 
therapeutic community basis, serves as 
a treatment facility for severely dis- 
turbed patients as well as the screening 
installation for commitment of our 
county residents to state mental insti- 
tutions. Tables 1 and 2 show that in 
the period from 1955 to 1959 (calendar 
years) the per cent of those alcoholics 
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on our psychiatric ward who were com- 
mitted to state hospitals decreased from 
37 per cent to 17 per cent. Similarly, for 
the same period the per cent of those psy- 
chotic patients on our ward who were 
committed to state hospitals decreased 
from 44 per cent to 27 per cent. In other 
words, for every 100 such patients ad- 
mitted to the ward, we have been send- 
ing proportionately fewer and fewer to 
state hospitals. Another way of measur- 
ing one of the effects of having this psy- 
chiatric ward is to consider the change 
in its admission and commitment rates 
per 100,000 county population during 
the 1955-1959 period. The admission 
rate for alcoholics increased from 66 to 
143, i.e., 117 per cent, while the commit- 
ment rate remained essentially at 25. 
For psychotic patients, the admission 
rate increased from 113 to 211, i.e., 87 
per cent, while the commitment rate in- 
creased from 50 to 58, i.e., only 16 per 
cent. 

Let us add that, during the same five- 
year period (fiscal years, however) the 
state admission rate for “mental illness” 
per 100,000 state population has in- 
creased only very slightly (3.5 per cent) 
from 132.1 in 1955 to 136.8 in 1959. 
Apparently our admissions rate per 
100,000 population is significantly 
greater than that of the state in general. 
The exact meaning of these relatively 


Table 1—Alcoholic Patients Admitted to Psychiatric Ward, Committed to 


State Hospitals, 1955-1959 


Rate per 100,000 of 
County Population 


Number Number Per cent Commit- 
Year Admitted Committed Committed Admission ment 
1955 228 85 37 66 25 
1956 299 89 30 81 24 
1957 400 100 25 101 25 
1958 537 123 23 129 29 
1959 626 108 17 143 25 
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Table 2—Psychotic Patients Admitted to Psychiatric Ward, Committed to 


State Hospitals, 1955-1959 


Rate per 100,000 of 
County Population 


Number Number Per cent Commit- 
Year Admitted Committed Committed Admission ment 
1955 389 173 44 113 50 
1956 498 183 37 135 49 
1957 741 229 31 188 58 
1958 915 275 30 219 66 
1959 928 253 27 2i1 58 
gross findings must await further The major initial method we are using 


analysis for specific factors such as age, 
sex, diagnostic category, and referral 
source of these patients. It would make 
quite a difference for future program de- 
velopment, for example, to discern 
whether ward care has helped to prevent 
state hospitalization of patients who 
would ordinarily have been further hos- 
pitalized, or whether these were patients 
with entirely different characteristics 
who would not have required further 
hospitalization in the first place. Should 
it turn out to be the latter, we would 
certainly want to know who these people 
are, where in the community they came 
from, where, if at all, they had received 
care before our ward existed in its 
present form, and so on. 

Ancther means of evaluating our pro- 
gram in the larger context is in rela- 
tion to other comparable programs. A 
final, and it seems to us a rather crucial 
evaluation of our efforts, will be in rela- 
tion to similar population areas as ours 
but without mental health service pro- 
grams. In the final analysis, mental 
health, however we define it, should be 
“better” in a community with a mental 
health program than in one without. 
Actual figures in these areas for eventual 
comparison do not currently exist, but 
may be hoped for within the next five 
to ten years. 


to evaluate our own program is quite 
simple, in that we are utilizing the data 
available on the state of California De- 
partment of Mental Hygiene individual 
case reporting form, which is routinely 
filled out for each patient admitted to 
our service. These data are forwarded 
monthly to the Statistical Research 
Bureau of the California Department of 
Mental Hygiene. There they are 
usually organized into twofold tables 
and simple numerical distributions of 
patient characteristics, and then returned 
to us, usually on an annual basis. This 
makes for relatively continuous and 
simple data analysis, and we feel that 
one main value of the method lies in 
the fact that it can be done with any 
program, with or without the presence 
of experienced statistical help. How- 
ever, we recognize that this simple 
method leaves as many questions un- 
answered as it answers. Also, the re- 
liability of these data is often less than 
desirable, as for example on “diagnosis” 
and “condition on discharge,” but we 
are working toward improvement in this 
regard. Improved reporting and analysis 
would undoubtedly give valuable, more 
precise information, and we plan to 
get to that as soon as our personnel time 
permits. 

Pertinent data will be presented in the 
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form of seven questions which seem to 
us to be worth while from the standpoint 
of program evaluation. In addition, we 
shall mention some tentative program 
plans which have been formulated on 
the basis of this work. 


What Are the Number and 
Characteristics of Persons Who 
Came for Help? 


For the total fiscal year from 1959 
to 1960, approximately 1 per cent of our 
county’s population received direct clini- 
cal services from our division. Probably 
another 1 per cent were contacted 
through speeches, seminars, consultation 
services, and other mental health educa- 
tion activities. This would appear to be 
far less than the estimated 10 per cent of 
the population who are considered to be 
seriously in need of treatment. What 
per cent of the county population is re- 
ceiving professional help on a private 
basis is an unknown quantity at this 
time. Until factors such as this can be 
reliably estimated, it will be difficult to 
determine the per cent of the population 
needing help, but not getting it. Our 
outpatient waiting list, people who have 


MENTAL HEALTH PROGRAMS 


had initial evaluations as being in need 
of treatment, but for whom no treat- 
ment time is available, may be con- 
sidered one very limited measure of 
unmet need in the community. At the 
present time there are approximately 
300 known cases awaiting outpatient 
treatment. 


Age Distribution 

In order to get systematic data con- 
cerning age distribution in our county 
population, we hope to have the 1960 
census figures made available to us in 
the near future. On the basis of avail- 
able data, however, we note that while 
all age groups were represented to some 
extent in our outpatient admissions and 
treatment load during fiscal 1958-1959, 
the distribution was of interest for pro- 
gram evaluation (see Table 3). Thus, 
our patients under 18 years of age made 
up 39 per cent of admissions and 15 per 
cent of those admitted went on to treat- 
ment; those from 18 to 24 years old 
made up 11 per cent of admissions and 
of these 31 per cent received treatment; 
those from 45 to 64 years old made up 
9 per cent of admissions and of these 
17 per cent received treatment; those 65 


Table 3—Age Distribution of Outpatient Admissions, Admitted Cases 
Treated, and County Population, 1958-1959* 


Difference 

in Per cent 

Per cent Per cent Per cent Population 

Age Admissions Treated Population Admissions 
Under 18 39 15 29.5 + 95 
18-24 ll 31 9.3 + 17 
25-44 31 35.1 + 49 
45-64 17 19.8 —108 
65 plus 0 6.3 — 53 
Total 100 — 100.0 — 


* County population for 1950 is most recent figure available. 
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years or older made up 1 per cent of ad- 
missions and of these none received 
treatment. One can see many implica- 
tions for program planning even in these 
gross data, and the need for a good deal 
more data analysis in order to clarify 
which of the many implications should 
actually be followed up. If we consider 
just the age group 45 and over, for 
example, we note that they constitute 
10 per cent of the admissions. We doubt 
that this is anywhere near representative 
of this group in our county population. 
How can we account for this lack of 
representation? Furthermore, only 17 
per cent of those admitted received 
treatment, i.e., continued past the fifth 
interview. This compares rather un- 
favorably with the percentage of pa- 
tients in other age groups. Does this 
mean that they are less suitable candi- 
dates for psychotherapy? That we are 
biased in our selection of patients? 
That we are offering inappropriate 
treatment to this group of people? 
Clearly, these findings point to an area 
for further study to learn what the prob- 
lems of this population segment are and 
how our program needs to be changed in 
order to meet their mental health needs 
more adequately. 


Sex Distribution 


As might be expected, the Child 
Guidance Clinic had more boys than 
girls, a phenomenon which seems to be 
nearly universal in any kind of remedial 
or correctional service for children and 
adolescents. The converse is observed 
in the Adult Clinic, where women out- 
number the men two to one, which again 
would seem to be consistent with ob- 
servations in other clinics. One factor 
contributing to this patient sex ratio 
may be that it is more difficult for men 
to attend most clinics, primarily because 
the working day coincides with clinic 
work hours. One consequence of this 
observation has been for us to increase 
our evening hours, and to work toward 
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a Saturday clinic. More than this, since 
there is good reason to believe that men 
are as much in need of psychiatric 
treatment as women, we are faced with 
the question—Where do the men go who 
need help, or what keeps them from 


seeking it? In the Hospital Inpatient 
Service, where we expect little patient 
selection except in terms of severity of 
illness, we found no difference in per- 
centages between men and women. We 
feel that the Inpatient Service probably 
indicates realistically the picture of 
severe disturbing mental illness in the 
population as far as sex ratios go. In 
the Rehabilitation Service the sex dis- 
tribution does not differ significantly 
nor is the number of cases large enough 
to warrant any meaningful conclusion. 
As regards program evaluation, the point 
seems to be that there are significant 
sex distribution differences in our 
various clinical services. We need to 
learn more about what factors might 
account for these differences, what pro- 
gram modifications might be warranted 
if it turns out that men have unique 
kinds of problems or require different 
treatment approaches. 


Racial Distribution 

Ninety-six per cent of our patient 
population was white. Since our county 
has a nearly all-white population, we 
do not see that any conclusion could be 
drawn from this. However, our non- 
white population continues to grow. On 
the basis of findings of previous studies, 
we would not expect many nonwhites 
to utilize outpatient services because of 
their lower socioeconomic class status. 
If we find that we are not serving the 
nonwhite lower class population in the 
proportion of the white, we would need 
to consider whether the availability and 
mode of services designed for a largely 
middle-class, white population was use- 
ful to them. If not, it would be our 
responsibility to develop alternate modes 
of effective case finding and treatment. 
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How Do These Patients Get to the 
Mental Health Services? 


Table 4 shows a variety of paths of 
referrals. There are such wide differ- 
ences between services that any general 
statement is not applicable. Over-all, 
the three major referral sources were 
self, relative, or friend (46 per cent) ; 
the courts and other public law agencies 
(22 per cent); and professionals in 
private practice (10 per cent). Self- 
referrals made up nearly 70 per cent of 
the inpatient service cases, but only 20 
per cent of the outpatient cases. Court 
referrals constituted about 25 per cent 
of the inpatient cases, almost 30 per 
cent of the Child Guidance cases, but 
only 5 per cent of the Adult Clinic 
cases. Private professional referrais 
made up only 2 per cent of the inpatient 
cases, while accounting for nearly 20 
per cent of the Child Guidance and 
30 per cent of the Adult Clinic cases. 

It seems probable that the spectrum 
of behavior disorders in the population 
is reflected differentially by these re- 
ferral sources. This poses a dual prob- 
lem for the task of program evaluation. 
On the one hand we should always be 
alert to new mental health needs in the 
community, and should therefore seek 
out and develop new sources of referral. 
We have done this in the area of court 
referrals, for example, by providing 
mental health staff time for the juvenile 
and adult probation departments. On 
the other hand, we must be aware that 
eventually the nature of our referral 
sources tends to a considerable extent to 
mold the nature of our mental health 
program. In this regard we have con- 
tinued to experiment with group therapy 
programs addressed specifically to the 
unique treatment needs of youngsters 
on probation. The development of treat- 
ment programs away from the more or 
less classical methods of psychotherapy 
may pose problems within the profes- 
sional staff itself, or bring about tem- 


JULY, 1961 


MENTAL HEALTH PROGRAMS 


porary lags between influx of patients 
with treatment needs other than psycho- 
therapy, and the staff's readiness to alter 
existing criteria for accepting such pa- 
tients for treatment. 


Is This a New or Previously Treated 
Psychiatric Case? 


Half of the cases in which this infor- 
mation was known (it was unknown in 
20 per cent) had psychiatric problems 
for the first time, i.e., were new cases. 
The per cent of old and new cases 
differs significantly in the various sec- 
tions of our service. In the Outpatient 
Service 62 per cent of the cases were 
new patients (Children’s Section 83 per 
cent, Adult Section 45 per cent) and in 
the Inpatient Service 48 per cent of the 
cases were new patients. The fact that 
almost half of our cases have recurrent 
needs for Mental Health Services em- 
phasizes the necessity for a well in- 
tegrated and expanding service. It ap- 
pears evident that with an expanding 
county population and an_ increasing 
tendency on the part of the general pub- 
lic to seek professional help for mental 
health problems, we are in the process 
of building up a roster of cases with 
a self-perpetuating rate of 50 per cent 
for repeated treatment needs. Hope- 
fully, further analysis of our data will 
throw some light on the many implica- 
tions of this finding. Meanwhile, our 
built-in rate of 50 per cent repeaters 
points to the necessity of developing 
further refinements of our treatment 
procedures in the hope of reducing these 
patients’ need for repeated treatment. 
Also, it seems to be incumbent upon us 
to develop entirely new approaches to 
deal effectively with patients who essen- 
tially lack ready motivation to alter their 
socially undesirable behavior, or with 
cases whose chronic mental health prob- 
lems stem primarily from a destructive 
environment from which these patients 
cannot disengage themselves by their 
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own actions. By recognizing the realistic 
limitations of the professional treatment 
methods at its disposal, a Mental Health 
Service program can become _instru- 
mental in guiding communities in the 
direction of those social changes which 
appear to be appropriate to the solution 
of these kinds of community mental 
health problems. 


What Kind of Help Is Being Sought 
By or For the Patient? 


As anticipated, in this program the 
overwhelming reason for referral was 
treatment (90 per cent). It was only in the 
Children’s Section that diagnostic evalua- 
tion was the main reason for referral in 
30 per cent of the cases. If treatment is 
indeed the appropriate kind of help 
needed by so many people, and consider- 
ing the fact that we already have a 
long waiting list in the Outpatient 
Clinics, there would seem to be an urgent 
need to develop different therapeutic 
approaches for dealing more effectively 
with such large-scale community prob- 
lems. Unless we choose to reduce the 
scope of our program, the mere addi- 
tion of professional staff, even if it were 
available, could never be enough to meet 
the community's treatment needs. 


What Kind of Psychiatric Problems Do 
They Have? 


Our services are treating essentially 
three different patient populations, with 
some overlap between the services. The 
Inpatient Service cares primarily for the 
severely incapacitated patients, the Adult 
Section of the Outpatient Service deals 
primarily with neurotic and character 
problems of long standing, and the Chil- 
dren’s Section with problems arising 
during the developmental phases of per- 
sonality formation, including juvenile de- 
linquency. The obvious, however, raises 
some questions for which the answers 
are not so easily apparent. For the 
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greatest good of the community, where 
should the emphasis be placed, on the 
more sick or the less sick, for example? 
We are not able to treat all inpatients 
as intensively as we would like, pri- 
marily due to limited staff, limited bed 
capacity, and the great community need 
for this service. These three factors are 
not likely to be resolved in the near 
future. This has given impetus to our 
plan for a Day Hospital in the Rehabi’i- 
tation Service in an attempt to take care 
of these conditions. Hopefully, this in- 
termediate treatment facility will, among 
other things, be useful to patients for 
whom outpatient care has apparently not 
been available, or possibly has not been 
effective. Another type of psychiatric 
problem which warrants further pro- 
gram planning is the care required by 
severely disturbed children. A _ start 
has been made in the form of the 
therapeutic Nursery School Program of 
the Children’s Section but as yet there 
is no local facility for residential treat- 
ment of such cases. 


What Did We Do for These People 
in Terms of Kinds and Amount of 
Services Rendered? 


It seems that we have used a 
reasonably wide range of modalities to 
treat these patients. Diagnostic evalua- 
tion, brief treatment, long-term treat- 
ment, work with relatives, medication, 
conferences with other agencies involved 
in the case, an expanding group treat- 
ment program make up the majority of 
these services. As regards time in treat- 
ment, the average length of stay on the 
Inpatient Service was about from one 
week to ten days. In the Rehabilitation 
Service it was less than six months, in 
the Adult Section of the Outpatient 
Service it was nearly one year, and in 
the Children’s Section the treatment 
period was roughly between one and 
two years. Let us consider, however, 
that in the Outpatient Service, specific 
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therapy was given in only one-quarter of 
the cases, although at Intake the purpose 
of referral was recorded as treatment for 
90 per cent of the cases. Another way 
of focusing on this same issue is to note 
that approximately 70 per cent of the 
cases in the Adult Clinic remained for 
only five interviews or less. This rather 
sizable differential between intention at 
Intake and outcome in the process of 
entering treatment is obviously in need 
of further analysis before any conclu- 
sion can be drawn. Our next question 
also has some bearing on this problem. 


How Much Did We Help These 
People? 


Keeping in mind the very severe 
limitations of the classification ratings 
“improved, unimproved, unknown,” let 
us consider our findings for 1958- 
1959. Of those outpatients who had 
fewer than six visits (diagnostic evalua- 
tion and/or brief service cases), ratings 
of improvement were made in 20 per 
cent of the cases in the Outpatient Serv- 
ice at termination of contact. Since such 
brief service contacts can affect a larger 
number of individuals than long-term 
treatment, it is tempting to consider 
placing greater emphasis on the brief 
service approach. However our data 
are still too gross to support such a de- 
cision. One must also consider, for ex- 
ample, that roughly 45 per cent of these 
brief service cases were judged to re- 
quire further professional work at 
termination of clinic contact. It is essen- 
tial to discover to what extent the “im- 
proved” cases were also rated as being 
in need of further service, and this, 
again, must await more detailed analysis 
of the data. Of those outpatients who 
continued with a treatment program of 
regularly scheduled therapy interviews, 
approximately 65 per cent were judged 
to have shown improvement in their psy- 
chiatric condition when the case was 
closed. This finding for our Outpatient 


Service is comparable to the improve- 
ment rate reported by other treatment 
centers throughout the country. Twenty- 
five per cent of these discharged long- 
term treatment cases were rated as re- 
quiring further professional service, but 
again we need further data analysis to 
make this finding really meaningful. On 
the Inpatient Service, participation in 
the therapeutic community of the ward 
for an average of one week’s time re- 
sulted in ratings of improvement being 
made in 70 per cent of the cases. How- 
ever, 70 per cent of the discharged cases 
were also judged to require further pro- 
fessional service. An analysis of the 
specific kinds of services judged to be 
required by these cases remains to be 
done. Over-all, we certainly need to 
learn all we can about the characteristics 
of those patients who improve with 
treatment, and those who do not. Even 
more fundamental for evaluating this 
aspect of our program, is the fact that 
the basic information we are working 
with is not sufficiently clear-cut to yield 
the kinds of information upon which 
decisions regarding the program should 
be based. Perhaps refinement in the 
ratings used to describe the patient's 
condition at close of treatment contact 
would be a helpful first step in this di- 
rection. 

Limitations of space permit only the 
briefest description of some of our 
current research attempts at program 
evaluation. 


Outpatient Staff Time Study 


When our program began in 1958, a 
week’s sampling of staff time revealed 
roughly one hour out of every three was 
spent with patients. That week’s sample 
turned out not atypical, and led to ex- 
amination of a variety of factors, includ- 
ing the outpatient administrative struc- 
ture. Procedural changes resulted in a 
15 per cent increase in the time spent 
with patients during the period from 
October, 1958, to December, 1959. In 
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addition, a treatment team was set up on 
an experimental basis, given certain pre- 
determined allocations of time to be 
spent in patient contact, staff meetings, 
supervision, and other activities. Evalua- 
tion of this team’s operations can serve 
as a basis for possible further changes in 
the administrative structure of the Out- 
patient Clinic. Another aspect of this 
study, not yet completed, will reflect the 
deployment of time spent with patients 
in terms of intake, evaluation, and treat- 
ment activity. As was shown above, 
there appeared to be different “payoff” 
rates in these activities as regards bene- 
fits to patients. Since available profes- 
sional time is limited, its most effective 
use in terms of the over-all Mental 
Health Program seems to be a worth- 
while administrative objective. 


Direct Evaluation of Treatment Results 


This project combines the use of 
paper and pencil tests, ratings by the 
professionals involved, and home inter- 
views of patients and their significant 
adult relatives in 100 cases. These 
measures are made when the patient 
first contacts our service, after a waiting 
period for those cases not given im- 
mediate care, at termination of treat- 
ment, and one year after treatment 
termination. The objectives of this 
project are (a) to evaluate the general 
treatment program itself, (b) to improve 
our methods of measuring change in 
treatment, and (c) to develop casefind- 
ing instruments for use in future assess- 
ment of the county mental health picture. 
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Follow-up of Initial Appointment Cancellations 

Evaluation of those adult applicants 
for Outpatient Service who failed to 
keep their initial appointments made 
at time of telephone contact and never 
became an actual “case.” This project 
combines home interviewing and some 
paper and pencil tests to gather informa- 
tion from which we hope to learn some- 
thing about these potential patients— 
how they differ from those applicants 
who do reach admission status, and how 
our service might be altered to meet the 
otherwise unmet needs of these indi- 
viduals. 


Telephone Follow-up Evaluation of Those Cases 
Referred to Private Resources for Financial 
Reasons 

The purpose of this project is to 
evaluate the effectiveness of our present 
method of referring such cases. 


The Role of Psychiatric Treatment in Vocational 
Rehabilitation of Welfare Cases 

The aim of this project is to 
evaluate the usefulness of existing clinic 
services to those county welfare assist- 
ance clients whose restoration to non- 
assistance status is judged to require 
some sort of professional treatment 
effort. 

The methods and findings presented 
here are incomplete and tentative indeed. 
It is our hope to improve our approach 
to these very important problems during 
the coming years, and to present further 
developments from time to time. It is 
also our hope that other mental health 
agencies will let us profit by their ex- 
perience. 


Dr. Heymann is a clinical psychologist, Mental Health Services, and Dr. 
Downing is program chief, Mental Health Division, San Mateo County Depart- 
ment of Public Health and Welfare, San Mateo, Calif. 

This paper was presented before a Joint Session of the Epidemiology and 
Mental Health Sections of the American Public Health Association at the 
Eighty-Eighth Annual Meeting in San Francisco, Calif., November 2, 1960. 
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Eva!uation is one of the more difficult aspects of programs for accident 
prevention. Where should the emphasis be put and on what basis? 
The author of this paper suggests an evaluation scheme based 


on selected criteria. 


THE EVALUATION OF ACCIDENTS TO CHILDREN 


James S. Cullen, B.A., A.B.Ps.S. 


5 demand for action in the field of 
accident prevention in children has 
hastened the introduction of programs 
and campaigns before the theoretical 
and methodological foundations have 
been firmly laid. This is not a bad 
thing since certain structural weaknesses 
are best revealed in a functional setting. 
In fact, the ideas presented here arose 
in this way, out of field experience. 
Nevertheless, until more clarification of 
definition, methodology, and measure- 
ment is achieved, evaluations of preven- 
tion programs are unlikely to be com- 
parable, conclusive, or general in their 
application. This paper is intended to 
stimulate thought in this sparsely popu- 
lated area. 

All work on accidents in childhood 
has the long-term goal of reducing them. 
The actual reduction is expected to fol- 
low the programs or campaigns designed 
for this purpose. Hence accidents have 
to be measured or, better, evaluated be- 
fore and after the introduction of a 
program. The purpose of this study is 
to elaborate and combine the significant 
variables according to which accidents 
in children may be evaluated. 

The remainder of this discussion 
refers to the evaluation of accidents 
collected in surveys before and after 
prevention campaigns, though the prin- 
ciples derived here would apply to most 
investigations where the accidents oc- 
curring within a specified group repre- 
sented the dependent variable. 
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The “authorities” will be used to 
designate those responsible for planning 
and conducting the campaigns, and 
“mother” is meant to include her sur- 
rogates. 


Evaluation of Accidents 


The purpose of any measurement 
determines the characteristics to be 
measured. In an accident prevention 
campaign or experiment in methodology, 
the purpose of measurement is always to 
assess the effectiveness of the campaign 
or method, The only acceptable criterion 
for this is the subsequent change in the 
incidence of accidents. But what acci- 
dents? Surely those, and only those, 
which the authorities consider should 
have been prevented. The word chosen 
to represent the clause “should have 
been prevented” is __reprehensibility 
which, unhappily, has a strong connota- 
tion of censure that is not intended. The 
author would gladly substitute for it a 
less condemnatory term. 

Reprehensibility refers to those acci- 
dents which could have been prevented 
and, at the same time, were worth while 
preventing. Worth-whileness of preven- 
tion is contingent upon the importance 
of accidents. These concepts, prevent- 
ability and importance, are, in fact, 
dimensions along which accidents can be 
scaled from easy-to-prevent to impossible- 
to-prevent, and from outstanding im- 
portance to no importance. These con- 
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cepts are now combined in the central 
proposition of this paper. 

The evaluation of accidents must be 
based on the degree of reprehensibility 
associated with their occurrence where 
reprehensibility is defined as the pre- 
ventability of an accident evaluated 
against the importance of the accident. 

This proposition can be expressed in 
the matrix given in Table 1, where rep- 
rehensibility appears as a four-point 
numerical scale and importance is rep- 
resented by the degree of severity of the 
injury. It can be seen that the more 
important the accident the greater is 
the need for prevention and, where this 
is not provided, the greater the repre- 
hensibility; the reverse, of course, holds. 
Low-severity injuries arising from minor 
accident situations which are somewhat 
difficult to avoid are regarded as non- 
reprehensible in the light of arguments 
subsequently advanced, Nonreprehensi- 
ble accidents also include those due 
solely to chance (e.g., earthquake fatali- 
ties) and those due to human factors 
outside the “target” population where 
the victim even with maximal protection 
or training could not have escaped 
(e.g., drunken driver from another town 
crashes into children playing on a side- 
walk). It may sometimes be desirable 


Table 1—Relation Between Importance of Accident 


ACCIDENT PREVENTION 


to keep these types of accidents separate 
from the rest. The total reprehensibility 
score (RS) for a given set of accidents 
is gained by adding the scores of the 
individual children. Comparisons can 
be made by converting the total RS to a 
reprehensibility index (RI) which is 
RS X 100 
N 
of children from whom the accidents are 
drawn. 

The discussion so far purports to be a 
logical development from known facts, 
but the determination of importance and 
preventability is much more likely to 
prove contentious. These concepts are 
now examined in some detail. 


, where N is the total number 


Measurement of Importance 


The measurement of the importance of 
accidents is seen to require, in turn, a 
definition, a decision to base judgments 
on either actual or potential outcomes, 
and the choice of an index of impor- 
tance. 

Definition of an Accident—This has 
often troubled those who have to record 
or evaluate accidents. One difficulty 
concerns the “near-miss,” such as when 
a child is rescued from drowning before 


(Measured by 


Severity of Injury), Preventability and Corresponding Reprehensibility 


Score 


Reprehensibility 


Importance of Accident 


Score High Severity Medium Severity Low Severity 
0 Almost impossible Hard (or impossi- At least some 
to prevent (A)* ble) to pre- difficulty in 
vent (E) prevention (H) 
1 Hard to pre- Fair chance of pre- Easy to pre- 
vent (B) vention (F) vent (1) 
2 Fair chance of pre- Easy to pre- 
vention (C) ve at (G) 
3 Easy to pre- 
vent (D) 
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suffering any ill-effects requiring medical 
intervention. The total number of near- 
misses could never be reported because 
(a) there is a tendency to forget un- 
pleasant experiences especially in the 
absence of a visible reminder, and (b) 
the mother may not be present to 
observe them. In the latter case children 
under two could not report them and 
older children might be too scared to 
do so! 

Another problem relates to the lower 
end of the severity scale—at what point 
is an injury too mild or inconsequential 
to be granted the status of an accident? 
Because of the tendency to forget very 
slight injuries and the wide variation in 
parental concern and action following 
minor mishaps, some more consistent 
criterion is desirable. 

For these reasons, an accident is de- 
fined here as an unintended injury or 
mishap which in the opinion of a physi- 
cian should receive medical attention. 
This treatment may be provided by a 
person with some medical knowledge 
(e.g., pharmacist, nurse, first-aid attend- 
ant), but the decision as to whether or 
not an accident has occurred (as in some 
cases of poisoning) or whether a wound 
should receive proper medical attention 
as opposed to home care must be de- 
termined by a medical graduate. 

Actual Versus Potential Outcome—lIt 
might well be argued that chance is often 
the only factor determining the outcome 
of exposure to highly dangerous hazards. 
A boy rushing on to a busy street with- 
out looking may be killed, badly injured, 
mildly injured, nearly injured, or be in 
no immediate danger. The potential 
seriousness of this situation is constant, 
regardless of the outcome, and it seems 
fitting, at least where there is a measur- 
able result, to evaluate the accident in 
terms of its potential rather than actual 
consequence. However, in practice this 
approach introduces its own peculiar 
problems which tend to vitiate its use- 
fulness. 
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The potential seriousness of a situa- 
tion refers to the most serious outcome 
possible. However, this concept is of 
little value unless the frequency of the 
more serious consequences is known. 
Thus, 60 per cent of scalds might be 
classed as severe injuries as against 10 
per cent of injuries resulting from falls. 
Hence a more useful definition of po- 
tential seriousness would be the mid- 
point of the frequency-severity distribu- 
tion of all injuries associated with the 
situation under consideration. The main 
difficulty here is the absence of factual 
information about these distributions. 
This would increase the subjective ele- 
ment in judgment and reduce agreement 
between investigators. On the other 
hand the actual outcome of a small 
series of the same kind of accident 
hazard may well provide a_ better 
measure of the actual, but unknown, dis- 
tribution for the specified population 
than would the estimated potential out- 
come from such a hazard. It would thus 
have the advantage over potential 
measures in objectivity and, probably, 
in accuracy. It is admitted that the 
choice of actual rather than potential 
injury distorts measures of reprehensi- 
bility where a potentially fatal accident 
leads only to a minor injury, or where 
a typically minor hazard has serious 
consequences. Against this it is con- 
tended: (a) that a sizable number of 
these contrasting errors would cancel 
out, and (b) the error remaining would 
tend to be constant. 

Hence, while it is recognized that the 
actual outcomes do not permit an 
entirely accurate appraisal of the rep- 
rehensibility’ of certain individual acci- 
dents, it is considered to be the most 
satisfactory basis from which to develop 
an index of importance. 

Index of Importance—The importance 
of an event in the life of a person is 
governed by its effects on him. These 
effects may be seen differently by differ- 
ent people. With accidents to children, 
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public health personnel (along with most 
people) would regard the effects as form- 
ing a scale from “highly undesirable” 
down to “inconsequential,” and _ this 
would parallel their relative importance. 
If undesirability of effect is then chosen 
to represent importance, the next task is 
to select an index of this undesirability. 

Undesirable effects from an accident 
may include the severity of the injury, 
the mother’s guilt, residual damage, 
period of incapacitation, and the like. 
Each of these can be evaluated on a 
scale of undesirability. Obviously these 
separate effects are intercorrelated and 
it is anticipated that the severity of the 
injury would correlate more highly 
with the total composite effect than 
would any other single element. Two 
incidental advantages of this index are 
its objectivity and universality of adop- 
tion. 

Hence severity of the injury has been 
chosen to represent the importance of 
the accident, where severity is actual, 
not potential, and where it refers to 
damage to bodily structures or functions 
at the most acute stage of the period 
following the injury. Although severity 
is regarded as a continuum, three cate- 
gories are used—high severity, medium 
severity, and low severity. As with all 
continuous scales with an arbitrary divi- 
sion into categories, there are difficulties 
of classification at the borders which are 
unavoidable. A few illustrations are 
given below but it is recognized that the 
lists would need to be much fuller if 
uniformity were to be achieved. 

Typical high-severity injuries are ex- 
tensive second-degree and third- 
degree burns, immersion with loss of 
consciousness, severe shock, major frac- 
tures, internal injuries, ingestion of 
dangerous poisons, and severe concus- 
sion. 

Medium-severity injuries would in- 
clude nonextensive second-degree burns, 
immersion, shock, minor fractures, most 
dislocations, ingestion of less dangerous 


JULY, 1961 


ACCIDENT PREVENTION 


poisons, and mild concussion. Injuries 
of low severity are exemplified by first- 
degree burns, bruises, lacerations, most 
cuts, most sprains, and minor crushings, 
such as trapped fingers. 


Measurement of Preventability 


As indicated earlier, preventability is 
regarded as a scale extending from “im- 
possible to prevent” to “easy to pre- 
vent.” The measurement of prevent- 
ability is the evaluation of the mother’s 
(or family’s) behavior against this 
scale which here is split up into four 
categories (as in cells A, B, C, and D 
in Table 1). The evaluation is made in 
answer to the question, “With this acci- 
dent, how difficult would it have been 
to have provided optimal preventive 
measures, had these been known?” 

The difficulty of providing preventive 
measures accrues from: (a) the recogni- 
tion of potentially hazardous situations; 
(b) the capacity and motivation of the 
mother; and (c) the actual task of 
implementation. 

In theory most of the knowledge neces- 
sary for recognition and implementation 
is available but some chance events 
(see example A below) and the often 
“irrational” behavior of children (see 
example B below) can never be wholly 
anticipated. These two situational 
factors are applicable throughout the 
community and can legitimately be in- 
cluded in the assessment of prevent- 
ability. Colebrook! assesses prevent- 
ability in much the same way in his 
studies on burns. However, factors 
associated with capacity, such as dull- 
ness or ill-health, and motivation, such 
as parent-child antipathies (see example 
G below) and deep-seated resistance to 
this and similar programs cannot be so 
included since this information is never 
accessible in all cases where it occurs. 
At the same time it is important to note 
that these personal attitudes and situa- 
tions, which reduce the learning and 


practice of safety measures, are not sus- 
ceptible to influence through public 
health programs and campaigns. Na- 
turally it is desirable that experimental 
and control groups (or pre- and post- 
survey populations) be equivalent in 
respect to the distribution of such vari- 
ables. 


Examples of Accident Evaluation 


These examples illustrate some of the 
considerations discussed in the section 
on preventability. The alphabetical indi- 
cators correspond with the cell designa- 
tions in Table 1. 


A. Boy (two years and ten months)—Partly 
masticated peanuts, accidentally inhaled. 
Bronchoscopy needed for their removal. 

B. Boy (two and six)—Pulled sharply on 
his mother’s arm in his excitement to show 
her something, only to be scalded on the face 
by the coffee she was in the act of pouring. 

C. Girl (two and four)—Climbed on chair, 
then on sink, opened cupboard, removed bottle 
of Flytox, undid the screwcap, which must 
have been loose, and drank some of its 
contents. 

D. Boy (four and three )—Sustained second- 
and third-degree burns when the four- and 
five-year-olds lit a fire in the woodheap and he 
fell into it. His clothing was well alight 
before the mother could reach him. 

E. Girl (four and one)—Fell over while 
running in playground and broke collar bone. 

F. Girl (two and six)—Consumed large 
number of vitamin tablets which arrived in 
the mail while her mother, a doctor's wife, 
was busy answering two phone calls from 
patients. 

G. Girl (three and one)—Fell downstairs 
while carrying a glass in her hand. The glass 
broke and cut her forehead, which required 
13 stitches. The mother claimed this happened 
because the girl disobeyed her. 

H. Boy (three and four)—Collided with the 
bicycle his brother was riding and broke a 
front tooth on the pedal. 

I. Boy (four and three)—Received cut on 
chin requiring two stitches when he was 
thrown against the glove box of the car in a 
sudden stop. He and his father were the sole 
occupants of the car. 


It is realized that much more discus- 
sion is needed before the final stage of 
category establishment, definition, and 


illustration is reached. Attempts to 
achieve interjudge reliability would also 
expedite the process. 


Reprehensibility and Minor Hazards 
It will have been noted in Table 1 


that no reprehensibility attaches to low- 
severity injuries which are not easy to 
prevent. The justification for this ap- 
proach is now attempted. 

No one would deny that major acci- 
dent hazards (those which frequently 
result in severe injury) are important 
and should be prevented. But the posi- 
tion is less clear with minor hazards 
(those which rarely result in severe in- 
jury). To the author’s knowledge there 
are no statements in the literature on 
the degree of importance ascribed to 
minor hazards, but the need for clarifi- 
cation is apparent from an examination 
of the following table of accidents 
gathered in a recent study by the author. 
These are the total accidents occurring 
in a period of nine months to an ap- 
proximately representative sample of 
2,101 children under six years from a 
total population of 6,283 children in this 
age group, in an Australian city of 
44,000. The accidents have been classi- 
fied according to type, severity of injury, 
and presence or absence of reprehensi- 
bility. 

The most noteworthy feature here is 
that 67 per cent of the total accidents 
(as defined above) and 71 per cent of 
the “low-severity” injuries (most of 
which arose out of minor hazards) were 
judged nonreprehensible by the author. 
Since the total accidents included only 
13 due to chance alone and 15 attribut- 
able entirely to people outside the vic- 
tims’ families, it can be seen that more 
than half (88) of the preventable acci- 
dents (145) were considered nonrepre- 
hensible. To the extent that this finding 
is general and valid it has significant 
implications for both the evaluation of 
accidents in children and the content 
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of prevention programs. Its generality 
seems typical enough for the incidence 
of accident types, but its validity hinges 
on the determination of reprehensibility 
and would be established ultimately by a 
consensus among a representative group 
of appropriate public health personnel. 
The approach to reprehensibility taken 
here arose from a rejection of the two 
reasons which could be advanced in sup- 
port of the control of all minor hazards: 
(a) The expectation of a transfer of 
preventive skills into the realm of major 
accidents, and (b) the avoidance of pain 
associated with them. The grounds of 
rejection are summarized and expanded 
below: 

1. There is little theoretical justification for 
expecting transfer of training from minor 
to major accident prevention. 

2. An extensive and time-consuming pro- 
gram runs the attendant risk of complete re- 
jection or nondiscrimination between accident 
hazards of varying importance. 

3. Other child-care components may be 
more deserving of the mother’s attention. 

4. The physical and mental consequences of 
minor accidents are of little import and may 
even be profitable (the overcoming of stress 
in a basically sound personality is likely to 
enrich it). 

5. Some accidents are the inevitable ac- 
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companiment of the pursuit of experiences 
which engender qualities much admired in 
inost communities. 


Transfer of Training—The transfer 
of preventive skills from minor to major 
accident hazards could refer either to 
the child as learner, or to the mother 
as protector or teacher. With children 
under five there is little reason to sup- 
pose that they would be capable of gen- 
eralizing from one type of accident 
situation to another, e.g., would train- 
ing in the handling of sharp objects im- 
prove a child’s road sense, or would 
training in descending stairs prevent 
him from tasting kerosene? More valid 
is the proposition that preventive skills 
with minor hazards of a particular type 
(e.g., traffic accidents) will lead to skill 
in avoiding major hazards of the same 
type. However, while this is certainly 
acceptable for the commonly occurring 
minor hazards (falls and cuts), it does 
not operate for the more dangerous 
hazards (poisons, drowning, traffic) be- 
cause of the relative paucity of corre- 
sponding hazards of a minor nature. 

It is true that the mother’s concentra- 
tion on minor hazards might induce a 
greater consciousness of hazards gener- 


Table 2—Reprehensible and Nonreprehensible Accidents by Severity of Injury Accord- 


ing to Type of Accident 


Severity of Injury 


Total 
Tvpe of High Severity Medium Severity Low Severity Total Acci- 
Accident Rep. Nonrep. Rep. Nonrep. Rep. Nonrep. Rep. Nonrep. dents 
Falls 2 1 2 22 4 43 8 66 74 
Cuts, bites, pune- 
tures 1 12 19 12 20 32 
Collisions with 
objects 1 1 2 14 | 16 18 
Crushing 1 9 6 10 6 16 
Burns, scalds 3 4 5 12 12 
Traffic 1 3 1 3 1 7 2 9 
Poisons 5 1 6 6 
Swallowed or 
inhaled objects 1 3 2 6 6 
Total 11 4 11 27 35 85 57 116 173 
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ally, and so lead to a lowering of major 
accidents, but there are other factors to 
be discussed in the next two sections 
which might well obviate such an out- 
come. 

Breadth of Content—If an accident 
prevention program emphasizes the im- 
portance of avoiding not only the major 
hazards but also the full range of minor 
hazards, there is the danger of the 
mother rejecting the whole program be- 
cause of its perceived breadth or com- 
plexity. Even if such a program is 
accepted, there is the risk of non- 
discrimination between major and minor 
hazards that could accompany an over- 
zealous attempt at complete accident 
control. 

Competition with Other Responsibili- 
ties—The time involved in minimizing 
minor accidents is well illustrated by 
falls-on-the-level. Here the mother has 
to know the relevant facts about child 
development, the hazards her child has 
to be protected from inside and outside 
the home and in other people’s homes, 
the best times to warn him of fixed 
hazards likely to be encountered, and of 
locomotor habits that may well prove 
dangerous in given situations. She has 
to see that his footwear is of the nonslip 
variety when on slippery surfaces, 
supervise and frequently correct risky 
practices, perhaps teach him to fall 
safely, insist that he should never carry 
piercing or cutting objects while moving 
around, and wherever possible conduct 
himself in a restrained and careful 
manner. 

Obviously this would be a lengthy 
and time-consuming process and, if colli- 
sions with fixed objects, most of the 
cuts, and the less serious crushings were 
added, a mother could easily devote as 
much time to accident prevention in two 
young children as she would to the rest 
of her mothercraft. If, in such a pro- 
gram, a mother has to encroach upon 
time normally spent on other domestic 
or child-care responsibilities she has to 
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feel it is more important than what is 
displaced. And she may not. 

Outcome for Personality Development 
—Certainly there are unpleasant aspects 
associated with minor accidents, such as 
pain for the child, distress for the par- 
ents, and a brief period of physical re- 
striction. But three months later there 
would be little left in the debit column 
of either physical or psychic traumata, 
unless the accident and its surrounding 
circumstances were used to develop 
further whatever conflicts or pathological 
drives already existed within the child 
or family. 

Positively, there may be something to 
gain from minor accidents. For the 
toddler with little understanding of how 
and why it happened, it can be the 
occasion for a reaffirmation of his par- 
ents’ love and concern for him. For the 
older child confronted by a distinctly 
unpleasant side of reality—pain—there 
is a chance to learn to tolerate some- 
thing which hurts, incapacitates, and 
thwarts. The observation is often made 
that among the more psychologically 
resilient people in the community are a 
disproportionate number who have “been 
through the mill,” who have had to face 
difficulties, challenges, misfortune, hu- 
miliation, and the like, but who seem to 
have profited from the experience. It 
is also considered that the likelihood 
of successful emergence is related to the 
individual’s resources on the one hand 
and the strength or severity of the stress 
on the other. Concerning the latter, 
too little stress will make no impact, but 
too much would paralyze action. There 
would seem to be an optimal number 
and intensity of stressful situations, 
differing from person to person which 
are associated with maximal develop- 
ment. A proponent of this view might 
well argue that instead of reducing minor 
accidents we should set about cultivat- 
ing the sort of children who can take 
accidents in their stride. Vickers? has 
observed: “The emphasis in preventive 
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medicine has shifted from the lowering 
of hazards to the raising of immunity; 
and in doing so it has shifted from 
things which can be done for people to 
things which people must do for them- 
selves. The change is significant; it 
reverses a long-accepted trend. In 
equating himself with his environment, 
it has been the pride of progressive man 
to make his environment fit him. To 
accept the environment and learn to be 
equal to it is by no means orthodox— 
but it is refreshingly sane.” 

Relation to Acts of Daring—Again, in 
most communities, especially among their 
male members, certain qualities such as 
endurance, bravery, courage, and ad- 
venturousness are much admired and 
sought after. The young with their 
greater zest and physical robustness pur- 
sue these goals on the sporting field, the 
car and cycling tracks, the sea bed, 
the snowfields, the mountain slopes, and 
in the air lanes. Some seek the same 
excitement in committing or suppressing 
crime. In every case there is some bodily 
risk, and this may well be a necessary 
component. Under such conditions acci- 
dents are inevitable and who would have 
the temerity to urge the adoption of a 
careful, cautious way of life in place of 
the thrills of adventure and the excite- 
ment of danger? Certainly youngsters 
should be helped to know the nature of 
the hazards they encounter and their 
own capacity to negotiate them, but in- 
tervention beyond this point would be 
harder to justify. 

An acceptance of these arguments 
leads to a point of view that minor 
hazards which are not easy to control 
are not worth while controlling. At the 
same time, the author is in full agree- 
ment with the approach of Dietrich, 
whose booklet® and the article on which 
it was based* emphasize the major ac- 
cident hazards as a fitting object of pa- 
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rental concern rather than the more in- 
consequential ailments and habit pat- 
terns in children. This author would 
like to add the complementary injunc- 
tion: “Be concerned with the child’s 
major developmental needs and forget 
about those minor accident hazards 
which can’t be speedily controlled.” 


Summary 


A scheme for evaluating accidents to 
children is presented. It is submitted 
that in prevention campaigns evaluation 
must be concerned with the extent to 
which accidents should have been pre- 
vented, that is, their reprehensibility. 
Reprehensibility is here defined as the 
evaluation of preventability against the 
importance of the accident. 

Reasons are given for: (a) the selec- 
tion of the severity of the injury as the 
best index of the importance of the acci- 
dent, and (b) the use of actual rather 
than potential severity. A case is pre- 
sented denying the worth-whileness of 
controlling minor hazards where this is 
hard to achieve. 

Preventability is determined by the 
difficulty of providing optimal preven- 
tive measures, assuming these to be 
known. Uncommon factors affecting 
preventability are mentioned and a dis- 
tinction drawn between those which are 
and are not admissible in assessment. 
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Rehabilitation of the retarded individual, especially of the adult, is a 
relatively new, yet important concern in community health work. For 


this reason, this presentation is especially welcome and is 


clearly of interest to public health workers. 


REHABILITATION FOR THE ADULT RETARDATE 


Gunnar Dybwad, J.D. 


| years ago | was privileged to in- 
clude in a European trip an all too 
brief visit to mental retardation facili- 
ties in Holland. I can think of no better 
way to come quickly to the core of the 
subject with which I am concerned than 
to relate some of my observations during 
visits to the facilities for the retarded. 

The first was a sheltered workshop in 
the Hague, giving daily full-time em- 
ployment to some 300 mentally and 
physically handicapped persons. In this 
workshop I saw severely retarded adults, 
men and women, working on assembly 
lines for the complete manufacture (in- 
cluding packing) of a gym shoe, on the 
manufacture and the assembling of 
various parts for a TV set and an electri- 
cal transformer, and performing other 
jobs of similar nature. Not all sections 
of this workshop dealt with this type of 
manufacture—there were others where 
quite simple jobs were undertaken, such 
as stuffing materials in envelopes— 
but the point to be stressed is that not 
just mildly retarded persons, but also the 
severely retarded worked on apparently 
more complicated jobs. I shall speak 
specifically of a young woman in her 
20’s with a pronounced case of mongo- 
lism. She had been given a Binet test 
by a competent psychologist and scored 
an IQ of 35. When I saw her she was 
sitting behind an electric sewing machine 
manufacturing a very pretty child’s 
dress. At the end of the day she would 
walk to her locker, put on her hat and 
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coat, walk downstairs to the street, and 
wait for a streetcar that would bring 
her home. She had been in the work- 
shop for four years of training on a 
variety of general, more simple tasks, 
and had then served a six months’ ap- 
prenticeship in the dress manufacturing 
section before being assigned to her 
present job. Her work output was sub- 
standard and her wage below the “mini- 
mum” wage in Holland, but she certainly 
was effectively engaged in commercial 
production in spite of her serious mental 
and physical handicaps. She worked in 
the shop on a 44-hour week, including 
Saturday morning, and also participated 
in some special evening recreation ac- 
tivities for the mentally retarded, 
arranged for by another community 
agency. 

The other facility I visited was a large 
institution for the retarded. I saw many 
fascinating programs there; however, I 
will cite one that seems particularly ap- 
propriate considering our topic: On the 
institution grounds were several smaller 
houses, distinctly along the lines of a 
family home. I visited one of them and 
found it was occupied by from six to 
eight men who lived there by them- 
selves, without having an attendant as- 
signed to them. They took care of all 
their own household chores, and each 
man besides had a full-time job either 
in the nearby community or in the insti- 
tution. Some of these men were slated 
to return to the community, others 
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seemed to require indefinite institution- 
alization. But whatever the circum- 
stances for their having to remain in the 
institution, it was obvious that the 
management looked upon them as movy- 
ing toward the final stages of a rehabili- 
tation process. 

I hope I have pointed up that when 
we talk about rehabilitation for the adult 
retardate, that we are not speaking 
merely about the so-called “high grade” 
retarded. Furthermore, mentally 
tarded adults are capable of a much 
higher grade of production than we have 
previously presumed feasible, and those 
in institutions also furnish good subjects 
for rehabilitation efforts, leading to an 
eventual return to the community for 
some of them, and to a more productive 
and satisfying life in the institution for 
others. Finally, I hope I have conveyed 
my feeling that much significant work in 
the area of mental retardation is being 
carried on in other countries whose 
methods and achievements we should 
study carefully. 

I shall not present a detailed exposi- 
tion of the commonly recognized levels 
of mental retardation and their statisti- 
cal distribution, because clinical evi- 
dence increasingly suggests that the 
classical designations of moron, imbecile, 
and idiot no longer provide us with a 
scheme that is practicable and sufficiently 
predictive—and the same pertains to the 
corresponding newer terms, marginally 
independent, semi-independent, and to- 
tally dependent, or mildly, moderately, 
and severely retarded. As a matter of 
fact there is not even agreement on the 
meaning of this last term since the 
American Psychiatric Association lumps 
together both the imbecile and _ idiot 
group under the name severely retarded 
and uses the term mildly retarded to en- 
compass a group of borderline cases, 
known also as slow learner, which other 
professions do “not” consider as mentally 
retarded. 

This confusion becomes compounded 
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when the terms educable and trainable, 
which represent an educational classifica- 
tion of school children, are put to use 
with regard to rehabilitation work with 
adults. In short we are faced with a 
situation where our old classifications 
have outlived their us:fulness and where 
new schemes, particularly one proposed 
by the American Association on Mental 
Deficiency, have not yet been sufficiently 
refined to merit adoption. 

In general the observation can be 
made that in the past we concentrated 
too much on developing classifications 
which denoted our preconceived notions 
of the retardate’s limitations and then 
proceeded to restrict his program and 
his opportunity to grow in accordance 
with our notions! Clinical evidence 
clearly demonstrates two factors: An in- 
telligence test, such as the Stanford 
Binet, is not by itself an adequate 
measuring device of a retarded indi- 
vidual’s potentiality, Furthermore, re- 
search in Europe and this country shows 
that severely as well as mildly retarded 
children have a distinct growth potential 
and may so improve in their general 
functioning under a favorable set of 
circumstances as to move from one of 
the traditional classifications to the other. 

In other words what we see emerging 
in the field of mental retardation is an 
infinitely more dynamic concept and a 
more forward-looking optimistic ap- 
proach. For many of the retardates the 
progress will be both slow and limited 
and still keep them largely dependent 
on the help of others, but that there is 
movement at all is significant. 

For appraisal of a retarded indi- 
vidual’s potential, we need full clinical 
evaluation and periodic reevaluation, 
relying to a considerable extent on ob- 
servation of functional performance 
rather than abstract testing. Many of 
the more severely retarded individuals 
have concomitant physical disabilities. 
That these physical disabilities often 
severely interfere with performance is 
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beyond any doubt, as is also the fact 
that the medical care of the mentally re- 
tarded has been grossly neglected both 
in the community and in the institu- 
tions, if one looks to physical restora- 
tion as an important part of medical 
care. Too long, for instance, has the 
child with mongolism been deprived of 
the attention of the physiotherapist to 
help correct some of his deficiencies. In 
turn this undoubtedly relates to the fact 
that mental retardation has too long 
been regarded as just a mental health 
problem which could safely and com- 
fortably be left to the psychiatrist. It is 
therefore most encouraging to find in the 
field of public health in general and in 
the program of the American Public 
Health Association specifically an_ in- 
creasing interest in the mental retardate. 

When Vocational Rehabilitation was 
first firmly established in this country 
with the passage in 1920 of the National 
Civilian Vocational Rehabilitation Act, 
the mentally retarded were not included 
among those with disabilities that could 
be served. At that time the “Colony” 
idea, as developed by Rome State School 
in New York, was by and large the only 
program pinpointed at rehabilitation. 
In 1943, Public Law 113, known as the 
Barden-LaFollette Amendments, for the 
first time specifically included mental 
retardation, and also widened the con- 
cept of rehabilitation. Finally in 1954, 
Congress passed Public Law 565 which 
greatly increased not only the available 
funds, but also the uses to which this 
money could be placed, and from that 
year date the numerous special rehabili- 
tation projects for the mentally retarded 
that are now in existence. (A Sheltered 
Workshop Directory issued recently by 
the National Association for Retarded 
Children lists 100 such establishments 
throughout the country. ) 

The National Institute on Workshop 
Standards describes sheltered workshops 
as work-oriented rehabilitation facilities 
“with controlled working environment 
and_ individualized vocational goals, 


which utilize work experience and _re- 
lated services for assisting the handi- 
capped person to progress toward normal 
living and a _ productive vocational 
status.” Programing in sheltered work- 
shops for the retarded include: screen- 
ing and evaluation of trainees, develop- 
ing work habits, developing work atti- 
tudes, job tryouts, and job training. 
The objective of “progress toward 
normal living” implies of course that 
the workshop is of transitional nature, 
leading to job placements in the com- 
munity. However, there are a consider- 
able number of the mentally retarded of 
varying levels of mentality who, while 
capable of continuing productive effort 
on a regular basis in a sheltered and 
closely supervised workshop, are unable 
(due to personality or physical prob- 
lems) to work in the community. For 
them we need in increasing numbers so- 
called terminal or nontransitional work- 
shops, which would offer sheltered em- 
ployment for an indefinite period, and 
should largely be self-supporting with 
the help of subcontracts from industry 
and business. 

In contrast the transitional workshop 
with its heavy emphasis on evaluation 
services and on the various diversified 
training procedures must always depend 
on subsidy in one form or another. 

It should be obvious that successful 
placement of a mentally retarded young 
man or woman will depend on the 
quality of counseling that individual is 
receiving. Some of this counseling is 
directly job and shop related and ob- 
viously must be taken care of by the 
workshop staff, which should include 
or have access to a trained counselor. 
Indeed a few workshops have done an 
excellent job in not just providing guid- 
ance to the individual enrollee, but in 
stimulating and guiding group inter- 
action. Through meetings with duly 
elected representatives of the trainee 
group, through “bull sessions” and com- 
mittee action (planning of picnics, of 
office improvements, of their own work 
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schedules), through frank discussion of 
complaints, a great deal can be accom- 
plished. 

In San Francisco, the Work Training 
Center of the local association, “Aid 
Retarded Children,” has successfully 
pioneered in using group guidance as 
an important part of its program. In 
weekly sessions of an hour’s duration 
the group was given an opportunity to 
express themselves freely on any and 
all subjects of concern to them. A de- 
tailed account of this project was pub- 
lished by Myra R. Schapps who guided 
it through its first year and who gives 
convincing evidence of how a patient ap- 
proach can result in considerable and 
helpful verbal production on the part of 
a group whose language difficulty has 
made communication among themselves 
and with others a particular problem. 

While this program now being con- 
ducted at the San Francisco Workshop 
seems best characterized as group guid- 
ance, there undoubtedly will arise the 
need for specific psychotherapeutic work 
with certain of the adults or young 
people enrolled in sheltered workshops, 
either on an individual basis or as group 
therapy. Perhaps this is a good point 
at which to raise the question as to who 
should render these services and under 
whose auspices. 

This is indeed an area where there is 
considerable disagreement. One view 
holds that a sheltered workshop should 
provide as many of the services needed 
by adult retarded individuals as _pos- 
sible. This would include such pro- 
grams as group guidance, group therapy, 
recreational activities, and health serv- 
ices. Perhaps the last item can put 
this question into clearer focus: How 
much health service should be provided ? 
Visits by the public health nurse? Regu- 
lar medical examinations? Dietary coun- 
seling ? 

Others hold the view that if one of 
the aims of the sheltered workshop is to 
help the mentally retarded individual to 
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take his place in the community as a 
productive worker—whether in open or 
in sheltered employment—then we 
should help him to use as many of the 
existing general community facilities as 
possible. Specifically: Should the adult 
retardate who attends a sheltered work- 
shop and faces a personal adjustment 
problem in his daily living outside the 
shop get his counseling help from 
special counseling staff attached to the 
workshop, or should we expect a gen- 
eral counseling agency in the community 
to be ready to aid him? 

I am well aware that in this regard 
most family service agencies at the 


moment would declare themselves ill . 
prepared to cope with the personal (not — 


job-related) problems of a_ retarded 
adult, but the question here is for the 
future: What kind of facilities should 
we expect to have in 1965 and 1970? 
Will we, for instance, develop more com- 
prehensive counseling centers for aii 
handicapped people, as separate com- 
munity agencies? 

It was my impression that Holland 
with its much more highly developed 
community programs tended to restrict 
the workshop to the specifics of job 
training, thus providing a continuing 
job opportunity for those unable to work 
in unsheltered, open employment in the 
community. Programs aimed at gen- 
eral socializing or recreational activities 
were provided for in the evening, and 
under auspices different from those of 
the workshop. The intention was ob- 
viously to make the sheltered workshop 
as similar to a regular place of employ- 
ment as possible, leaving extraneous 
services to the appropriate community 
agencies working in that particular 
area. 

This whole issue, which certainly 
deserves our most thoughtful attention 
as we plan for the future, is brought 
perhaps into particularly clear focus 
when we think of residential facilities 
for the retarded in the community. Max 


Jones, age 26, attends a nontransitional 
(terminal) sheltered workshop. He 
lives with his widowed mother, helps 
about the house, attends community 
functions on his own. His mother dies 
—he now needs a place to live, a bed 
to sleep in. Which agency should pro- 
vide this for him? And what if the 
death of the mother had occurred to 
John Smith, a retarded person who had 
moved from sheltered workshop train- 
ing to a job in industry as a cleaner in 
a local factory? 

Both men have need for protective 
oversight—some form of legal guardian- 
ship—but obviously to a different de- 
gree. Both now need a new abode. 
To which community agency should 
they turn? 

In one state, the department of pub- 
lic welfare has long had major responsi- 
bility in the planning for and the pro- 
tection of the mentally retarded; and 
in another, the state department of 
health has recently been given broad 
responsibilities, as yet quite undefined in 
their particulars. The degree to which 
the Vocational Rehabilitation agencies 
of the various states become involved in 
operational services differs markedly. 
In other states the department of mental 
health is assumed to have major re- 
sponsibility for the problem of mental 
retardation, though this is demonstrated 
more by claim than by performance 
when it comes to care for the retarded 
person in the community. 

Speaking specifically of sheltered 
workshops, some people have deemed it 
a responsibility of the public school to 
move from the usual informal and limi- 
ted prevocational instruction into opera- 
tion of sheltered workshops for the 
older “pupils,” with some reference to 
the continuing role of adult education. 

In compiling this rough list of con- 
cerned governmental agencies I did not 
intend to single out any one as especially 
suitable. Here, as in other areas of 
human welfare, the specific needs and 
the varying traditions and present gov- 


ernmental structure of the 50 states 
will produce varying solutions. That all 
this will require imaginative social 
engineering, and rethinking of fiscal 
policies (for instance, as to cost distri- 
bution between local, county, state, and 
federal levels) goes without saying. 

While sheltered workshops for the re- 
tarded have grown considerably in 
numbers during the past four years and 
represent a wide array of types of job 
training and effected job placements, it 
is imperative to emphasize that we are 
very far behind even modest expecta- 
tions. In 1958 only 2.1 per cent of all 
handicapped persons rehabilitated under 
Office of Vocational Rehabilitation 
sponsored programs were mentally re- 
tarded, and this figure is expected to 
grow only by 10 per cent for 1959 and 
1960. Regardless of what base figure 
we should use for the percentage of 
the mentally retarded that require voca- 
tional rehabilitation services (and this 
percentage is very much in dispute), it 
is clear that we need urgently a sharp 
increase in such facilities and this in 
turn implies a need for more specialized 
personnel to operate them. It is for- 
tunate indeed that the director of our 
federal Office of Vocational Rehabilita- 
tion, Miss Mary Switzer, has taken a 
particular interest in the development 
of services to the retarded. But the 
community at large and public officials 
in the states have heard so much of the 
mentally retarded having the mentality 
of children—of well meaning but so mis- 
leading designations like “Eternal Chil- 
dren” or “the Unfinished Child”—that 
there remains considerable hesitancy to 
recognize the retarded as adults let 
alone as adults capable of sustained pro- 
ductive effort. 

The fact that the President’s Commit- 
tee on the Employment of the Physically 
Handicapped now has extended its work 
to both the fields of mental illness and 
mental retardation should greatly ac- 
celerate needed education of the public. 

So far I have largely addressed myself 
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to vocational rehabilitation, but voca- 
tional training and placement services 
and sheltered employment represent only 
one aspect of the needs of the adult 
retardate. Rehabilitation has been de- 
fined as “restoration of the handicapped 
to the fullest physical, mental, social, 
vocational and economic usefulness of 
which they are capable.” Of course, 
strictly speaking the mentally retarded 
are not rehabilitated, and instead of 
restoring them we should say we “en- 
able” them—but otherwise the defini- 
tion applies to the retarded as much as 
to the physically handicapped. The em- 
phasis in this definition needs to be 
placed on the concept that the goal 
varies with the capacity of the person 
to be rehabilitated—it may mean full 
employment at a semiskilled job in in- 
dustry or nothing more than the ability 
to dress one’s self and take care of one’s 
bodily needs. The end result in either 
case represents not only a significant 
enrichment of the life of the handi- 
capped person, but equally a distinct 
contribution to the common good—if 
only negatively by lessened demand for 
personal service. 

This concept is imbedded in the “In- 
dependent Living” amendments to the 
Vocational Rehabilitation Act, which 
will be before Congress once again in 
1961. In essence this proposed legisla- 
tion incorporates in a specific forward 
looking way knowledge that has only 
recently been developed in tangible 
form: That even with the most severely 
retarded individuals (and I hasten to 
add the same holds true for other 
severely handicapped persons) we can 
expect definite improvement in_ their 
ability for self-care (however limited) 
if proper, qualified helping service can 
be provided. 

As long as the provisions of the pres- 
ent rehabilitation legislation are predi- 
cated on vocational goals and achieve- 
ments, there is a continuing pressure to 
bring into existing workshops and train- 
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ing centers individuals who are not 
proper candidates but for whom no other 
provision exists in the community. The 
proposed Independent Living provisions 
would remedy this decisively in that 
they would permit the setting up of 
facilities not predicated on vocational 
achievement. 

To save time and to bring these new 
services into clear focus let me quote the 
description of such a facility, in this 
case named an Occupation Day Cen- 
ter, developed in New York City 
under the guidance of Joseph T. Wein- 
gold, executive director, then of the New 
York City, and now of the New York 
State Association for the Help of Re- 
tarded Children, and one of the pioneers 
in rehabilitation services for the mentally 
retarded. He states: “The Occupation 
Day Center’s specific aims are: (a) to 
establish a day program for the mentally 
retarded adults between the ages of 17 
and 25 who are too immature or func- 
tioning too low intellectually to partici- 
pate meaningfully in a vocational re- 
habilitation workshop, (bj) to provide 
services in this program to help the re- 
tardates develop their maximum poten- 
tials in personal adjustment, social de- 
velopment and vocational competence 
within their homes or beyond, (c) to 
train the retardates in the skills of daily 
living, homemaking, simple industrial 
operations, self-care and constructive use 
of leisure time, (d) through this service, 
to develop the abilities of the retarded to 
contribute to the society in which they 
live and to help create a climate of ac- 
ceptance for these retardates in the com- 
munity and in their own homes, (e) 
to give their parents an intensive counsel- 
ing service at the same time, and (f) to 
prevent institutionalization by provid- 
ing, not only a place to develop skills, 
but also a socially acceptable milieu in 
which they can spend their days. In it 
we are making comparisons between the 
participating non-participating 
groups to measure changes in family 
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acceptance of the retardates, in parental 
aspirations with regard to the children, 
in future plans for their children, and in 
attitudes towards institutionalization. 

“Note carefully what is being provided 
here: an on-going service which is at 
the disposal of the retardate as long as 
he remains in the community, a pro- 
gram not only for his development, but 
for the development of the family re- 
lationships with regard to the retardate 
and the whole question of retardation, a 
recreational and leisure-time program 
which will fill in the voids left by the 
training center and finally some possi- 
bility of movement towards vocational 
goals.” 

This quotation by Mr. Weingold must 
suffice as an example of the kinds of 
program planning that challenge us in 
this new field. While in general the 
services which could be developed under 
this Independent Living _ legislation 
have been related to the community, we 
should expect a very decisive influence 
also on institutional programs, particu- 
larly in so far as these institutions are 
concerned that still today relegate by 
plan large groups of their residents and 
patients to so-called “custodial care.” 

One should also point to the sig- 
nificance these developments have in the 
area of child health, where public health 
has recorded so many distinctive achieve- 
ments. There still is an inclination on the 
part of some public health officials to 
consider mental retardation as a prob- 
lem that is the psychiatrist’s concern. 
Fortunately, the significant work of the 
more than 70 mental retardation clinics 
which have been established in this 
country—largely with supporting Ma- 
ternal and Child Health grants—under 


pediatric guidance has highlighted to 
what extent mental retardation is a prob- 
lem for the public health nurse, the 
pediatrician, the orthopedic specialist, 
the physiotherapist, speech therapist, and 
a host of similar workers in the field 
of child health. 

While young adults afflicted with 
mongolism are earning regular wages 
in sheltered workshops, performing mes- 
senger services, or acting as house- 
hold helpers, general medical practi- 
tioners, pediatricians, and psychiatrists 
in many of our states still advise parents 
at birth to place their mongoloid child 
in an institution and “forget about him” 
because “there is nothing anyone can 
do for this child.” 

Of course, actually only a small per- 
centage of all mongoloid children are 
placed in institutions in infancy—for 
one thing there is no room for them— 
but one can safely say that only a small 
number of those in the community get 
proper pediatric attention or specific help 
to overcome their physical disabilities. 

And so, with all the emphasis I have 
put on the injurious effects of our 
prejudice against retarded adults, let me 
stress that as persons interested in pub- 
lie health, we must do much more to 
overcome the results of these same preju- 
dices and prejudgment as they affect the 
retarded infant and young child. 

To be sure, some of these individuals 
will progress but little, but who can 
dare deny them the opportunity to de- 
velop to their fullest capacity? Toward 
that end | hope my comments on 
progress achieved with retarded adults 
will help to stimulate interest and pro- 
grams in this most challenging field. 


Dr. Dybwad is executive director, National Association for Retarded Children, 


Inc., New York, N. Y. 
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More and more the basic theory of public health is recognized as ecological. 


The concept of the organism interacting with its environment on various 


levels, being altered by it and in turn effecting changes in it, underlies 


much of what we do whether or not we are aware of it. Here this 


idea is explored in terms of the social and cultural environment. 


MAN AND HIS CHANGING ENVIRONMENT 


HEALTH AND DISEASE AND THE CHANGING SOCIAL 
AND CULTURAL ENVIRONMENT OF MAN 


Edward Stainbrook, Ph.D., M.D. 


|* A SMALL British village the local 
apothecary shop displays as its sole 
identifying legend, “Prescriptions dis- 
pensed with deadly accuracy.” This, 
I assume, is also an exemplary, if some- 
what ambivalent, aspiration for the 
shaping of far-ranging descriptions of 
the too-often subtle and ambiguous hap- 
penings which constitute the  cross- 
organization of man and his environ- 
ment. But, as Pascal wrote many years 
ago, “The nature of man is his whole 
nature,” and wholeness always challenges 
adequate and accurate comprehension. 
The mind is strained to perceive in one 
intellectual grasp the molecular and the 
molar conceptions of the same living 
event. Happily, however, in current 
medical thinking about man and his 
actions, there is progressively less 
tendency to avoid the threat of com- 
plexity by willfully impoverishing the 
rich reality of the human situation or by 
reducing the perception of life to nothing 
but the metabolic fires in which it burns. 
In contemporary medicine we have come 
to a tentative agreement, at least, that 
a theoretical model of an interpenetrat- 
ing system-organization of the physical 
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world, biological processes, actions 
describable as human behavior, and 
happenings between persons, determined 
in part by the social and cultural con- 
ditions of the life-space which they in- 
habit, is a necessary way of talking 
about human living in the experience 
of being well or of being ill. 

Psychiatry, itself, has frequently and 
justly been criticized for admonishing 
the other medical disciplines that the 
body is also a person while proceeding 
in its own work as if the person were 
not also a body. The necessary resolu- 
tion of this dialectic is not only to put 
the mind back into the brain concep- 
tually, where it undoubtedly belongs, 
but also to put the brain back into life 
and into living, where it inexorably is. 

A field theory of human action in a 
far more complicated sense than that 
envisioned by the early 20th century 
Gestalt and topological psychologists 
underlies the modern medical and pub- 
lic health concerns with the social and 
cultural environment. For not only is 
each individual a highly differentiated 
and organized living system integrated 
into an organized and differentiated 


world, but much of the here-and-now 
behavior of the person is dependent 
upon the life history of the encounter 
with his society and culture which has 
already transformed him. 

Many of the treatment attempts of 
contemporary medicine fail and are 
irrational because they try to change 
the effect of history, of the influence on 
the individual of his prior learning, not 
by more experience in living, but by 
direct biochemical or surgical interven- 
tion designed to alter immediately bio- 
logical states and functions. The 
burgeoning, exuberant, and highly un- 
disciplined field of psychopharmacology 
is being greatly overstimulated by the 
widespread clinical practice of assuming 
that the behavior an individual bri: <s 
to the present, as well as the behavior in- 
duced in him by his conditions of life, 
can be changed rationally by influencing 
pharmacologically, in a relatively non- 
specific way, biological functions which 
are what they currently are largely be- 
cause of the human experience they 
have had and are having. 

The laws moderating the selection, 
differentiation, organizing, and_reor- 
ganizing of experience into its repre- 
sentations in living systems cannot be 
ignored so impatiently. In the indi- 
vidual, as in the collectivity, so much 
of the effect of history can be changed 
radically only by more history, that is 
to say, by more human experience and 
learning. And the new learning and 
experience as it becomes history must 
be innovative and not, as is so usual of 
human behavior, merely repetitive. Orig- 
inality, as Wallace Stevens observed, is 
the escape from repetition. 

We seek, then, in a discussion of medi- 
cine, society, and culture, conceptual 
models for the physical world, for the 
body, for the person, and for the human 
group in its various complexities of 
social organization. All these theoretical 
models have in common words and 
sentences for making a structure-function 


analysis of their object of study and for 
describing their action through time. 
By symbolic association and participa- 
tion in the social and cultural learning 
of the person, even the unlearned func- 
tions of body and of organs learn how to 
be human. The body is full not only 
of life but of living. Each system is 
differentiated and organized as the result 
of its history. For the person, and 
therefore also for his body, much of his 
history can be self-reported, and a sig- 
nificant determinant of his behavior in 
the present will be his and his society's 
forecast of the future. 

Since there are concomitant physio- 
logical processes associated with every 
individual behavioral event, and since 
probably no act of individual behavior 
is unrelated to the social space in which 
it is occurring, body and society are in 
constant transaction across a total field 
of reciprocal determination. In many 
constantly shifting patterns, body and 
person are the environment of society 
as society becomes the environment of 
person and body. 

It is in this latter sense that in rela- 
tion to health and disease social medi- 
cine has been concerned for so long 
about cultural values and _ behavioral 
life-styles, as well as about economic 
conditions, sanitation, housing, and other 
more tangible definitions of social space. 
To paraphrase Wystan Auden, even cul- 
tural ideas and values modify, and get 
modified in the guts of living. 

Moreover a comprehensive theory of 
disease, interrelating body, person, 
human group, and the physical environ- 
ment, signifies, diagnostically, in- 
sistence upon etiologic patterns or fields 
even if the major search for structural 
defect or dysfunction is confined to the 
body. Hence, every disease, in some 
balance of etiologic patterning, is a psy- 
chosomatic, a psychosocial, and a bio- 
social ill-at-easeness. 

Rational treatment and rational pre- 
vention follow from the determination 
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of the causative pattern. What part of 
the disease causation is in the body, the 
person, or the human group is the ra- 
tional cue for intervention with methods 
appropriate for correction in the biologi- 
cal, the behavioral, or the interactional 
social processes sustaining the illness. 

All these statements are a theoretical 
prelude to an insistence that much of 
what goes on inside bodies is intimately 
related to what goes on between bodies. 
The understanding of the structures, 
functions, and values of social organiza- 
tion is not optional and elective for 
medicine and the public health, but im- 
perative. The sciences of social man 
and of individual behavior, the be- 
havioral sciences if you will, are an in- 
tegral part of basic medical science. 
We shall consider, therefore, some pres- 
ent trends in society and culture with 
particular reference to medical theory 
and practice and not merely in relation 
to the general humanistic concerns 
overlying our immediate professional 
roles. 

Certain it is that not many of us can 
even pretend to know what history is 
up to. At best, we can only try to be 
aware of what may be happening to us. 
At the risk of continuing to be perceived 
as too abstract, I should like, neverthe- 
less, to suggest that one of the basic 
changes in the culture of modern West- 
ern man is a growing awareness of how 
much of his essential humanity must 
be self-created and self-sustained. The 
steadily diffusing and intensifying scien- 
tific scrutiny of biological man, of man’s 
individuality and uniqueness, of man’s 
interaction with other men, of the gen- 
eral nature of human nature, and finally 
of the character of a centerless universe 
in which actually or metaphorically man 
can be lost—this view of ourselves 
creates either a tragic sense of despair 
or a sober determined faith in the 
power of man to manage his own destiny. 

But whether most of our population 
can be engaged in a confident, active, 
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participant engagement with the increas- 
ing knowledge of our time, and on the 
basis of that knowledge make responsi- 
ble decisions for themselves and for 
others, depends not only upon the im- 
plicit and explicit values with which 
they identify, but also upon conditions 
of social organization affecting their 
access to knowledge and information and 
their approach to social resources for 
the implementation of decisions. 

Since values are what men live by, it 
may be well to think for a moment 
about our immediate cultural heritage 
with respect to the contemporary images 
of man. Only a little longer than a half- 
century ago, an already existing pre- 
occupation with the irrational needs and 
motives of men was dramatically 
catalyzed by the application of psycho- 
analytic theory to the understanding of 
human behavior in many contexts, 
within and without medical practice. 
Out of this reflection on human nature 
came the now widespread awareness 
that much of the motivational push of 
human action is the repetitive seeking in 
the present for old goals once obtained 
and never wholly given up, or once 
desired and still sought. Moreover, it is 
also evident that these insistent needs 
which distort the present to fit the per- 
ceptual and conceptual organizations of 
self and of the world learned under the 
aegis of the childhood past are the 
sources of much of the irrational in us. 
And, certainly, we have made an heroic 
gain by becoming aware of and accept- 
ing responsibility for our own irra- 
tionality. But let us not be intimidated 
by the irrational, nor despair about the 
capacities of the rational man. More 
things, to somewhat translate Tennyson, 
are wrought by rationality and con- 
sciousness than this world dreams of. 

One insistent task of the contemporary 
culture, therefore, is to restore strength, 
security, and confidence to the image 
of the rational man thinking his way 
constructively through life, but with full 
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acceptance and with no denial or dis- 
claiming of the awful power of the 
irrational. 

Obviously, many other implicit and 
explicit expectations and value-decisions 
about ourselves and our society are de- 
termining our behavior in medical 
thought and action. Our necessity is 
simply to be as aware of what determines 
our individual and collective behavior 
as our current knowing will allow. Many 
of our contemporary ways of seeing our- 
selves and our world may be including 
or excluding perceptions and assump- 
tions, outside of our accepted awareness, 
that may defeat our control over and 
our effective responses to urgent and sig- 
nificant aspects of our situation. We 
believe so much of what we see because 
so much of what we see is what we 
already believe. Perhaps some of our 
most significant breakthroughs in crea- 
tivity and reasoning come not only when, 
as Nietzsche suggested, we see what 
nobody else has seen but when we see 
what everybody else sees but think 
something new about it. 

It is usual to think about society and 
culture in terms of the trends of change. 
But all the institutions of a society exist 
in a natural system of mutual response 
and adaptation so that countertrends are 
always being engendered as reactions 
and resultants to what are described as 
the major trends. One of the intellectual 
dangers in the use of a natural system 
model of society, however, is that the 
assumption of built-in, spontaneously 
correcting homeostatic principles may 
lull the initiative for planned and active 
countertrends. It is well to remember 
that the dinosaur became extinct because 
it had no adequate strategy of counter- 
trending. Hence, an effective and vigi- 
lant department of countertrends should 
be part of the organizational structure of 
many social institutions. 

The family, as the basic social organi- 
zation in which we all learn not only 
how to be human but also how to re- 


main that way, has been changing sig- 
nificantly through recent social and 
cultural time. In American society the 
basic functions of reproduction, physi- 
cal, biological, and psychological main- 
tenance, socialization, social control, and 
social class and status ascription are 
achieved in a relatively small conjugal 
group, tending to change its abode 
rather frequently and in many instances 
living quite apart from other kinship 
families or persons. 

Additionally, every family group, and 
every individual, if identified ade- 
quately in social space, must be given 
a social class subscript as a general in- 
dex of probable cultural orientation and 
probable characteristics of social action 
and participation. Indeed, many human 
ecologic and epidemiologic studies are 
disappointingly uncertain because their 
“political arithmetick,” as Sir William 
Petty in 1690 referred to social statistics, 
does not specify the social class stratifi- 
cation of their populations. In an 
affluent society, where material wealth 
and economic gains are widely diffused, 
the relations of individuals to health 
values, resources, and practices and to 
the acquisition, communication, and de- 
velopment of disease seem increasingly 
to focus medical attention upon cul- 
tural, social, and psychological “im- 
poverishment” rather than only upon 
economic poverty. A basic finding of 
the Commission on Chronic Illness was 
that attitudes toward medical care were 
a major obstacle to the utilization of 
therapeutic measures which could have 
prevented secondarily a worsening of 
disability in one-third to one-half of the 
persons studied. 

With specific relation to the family 
group and its behavior, social class IV 
and V_ families, which comprise the 
home social space for about 60 per cent 
of our population, are characterized 
frequently by less than a completed high 
school education, by more homes broken 
by separation, divorce, and death, by a 
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higher infant mortality, by a lower life- 
expectancy, by a greater incidence of 
many disease conditions, and by a more 
rapidly developing mortality for some 
diseases once the sick role is overtly 
accepted. The possible relationship be- 
tween the socialization of illness in the 
sick role and social class and culture 
also entail some consideration of the or- 
ganizational structure and function of 
hospitals and other medical helping 
agencies and their response to the detec- 
tion, acceptance, and treatment of ill- 
ness. But we must first explore more 
fully some characteristics of the modern 
family and their import for medical con- 
cern and care. 

In the pursuit of this task we must be 
fully aware of the integrative, need- 
satisfying, and resourceful aspects of 
contemporary family living with its high 
regard for child care and for the 
health, education, and welfare of its 
members. Indeed, if medical practice 
must continue to be office-centered and 
the physician must maintain his re- 
luctance to visit the family, the entire 
family, because of its child-centered 
concerns and its emphasis on the per- 
sonal well-being of its members, may 
increasingly be induced to come to the 
doctor’s office or to the clinic as a group. 
Of course, this will require teaching 
physicians and other health personnel 
methods of group interviewing and for 
therapeutically altering behavior in small 
groups. The use of group methods, par- 
ticularly with the family group, has 
hardly been explored in general medical 
practice, not only for health education, 
but for the reduction of intrafamilial 
tensions that produce dys-ease and for 
the changing of family-induced counter- 
motivations militating against bodily, 
psychological, and social health. 

Most American families today, like 
most individuals, have more time and 
more affluence to be concerned about 
themselves. Hence, in many families, 
whether we see increased strain, mu- 
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tually hostile dependency, intensification 
of conflicts, anxiety, lack of affection 
and intimacy, more demanding and less 
giving, or, on the contrary, increased 
companionship, personal ease, and a 
relatively strainless resolution of con- 
flicts and deprivation depends to a 
significant extent on the relation of the 
family and its members to the social 
context of life beyond the home. 

The family as a social system is a 
means of adaptation by which persons 
satisfy needs and reduce tensions, many 
of which may have been evoked in indi- 
viduals by the conditions of participa- 
tion in the organizational life of other 
social systems, such as the school, 
factory, office, agency, or hospital. As 
Nathan Ackerman has pointed out, the 
emotional alienation induced in people 
toward values and knowledge as well as 
toward other people by the organiza- 
tional behavior in various social insti- 
tutions may lead family members to 
demand, excessively and _ urgently, 
esteem, succor, and reassuring affection 
beyond the capacity of the family, par- 
ticularly of the wife and mother, to 
satisfy. 

It may also be important with especial 
reference to psychological health and ill- 
ness that the very structure of the small 
and kinship-isolated conjugal American 
family tends in itself to intensify emo- 
tional interaction in the family, par- 
ticularly between the child and _ his 
mother. Using the epidemiological model 
of infectious disease, the child has thus 
much more intimate contact with a pos- 
sibly noxious agent and runs a greater 
risk of being affected by a possible psy- 
chological illness of the mother. 

The American family is also a mobile 
group, both geographically and some- 
what less so sociologically. It is esti- 
mated that each year about one person 
out of five moves to another house. 
From a general overview, out of the 33 
million people or so who move in any 
one year, about one-third of them move 


as far as another county and about one- 
sixth move to another state. All these 
moves produce a more or less disruptive 
state of transition and challenge the 
family to restore adequately and with 
minimal strain its articulations with a 
new neighborhood and community, 
both in terms of knowing about what is 
happening and existing in the com- 
munity, as well as in feeling secure 
about access to the resources of the new 
environment, especially those of health 
and medicine. 

Perhaps it is important to remark 
here that the danger of isolation and 
ineffective reestablishment of neighbor- 
hood and community associations may 
be greater with some social class groups 
than with others. Some families, 
whether entirely class-determined or not, 
suffer much more alienation from work 
and community. Not only is there 
greater danger of social pathology oc- 
curring in the socially isolated and 
alienated, but the adaptive attitudes of 
de-emotionalization, and lack of involve- 
ment, participation, and commitment 
learned in the work organization are 
generalized to all other social participa- 
tion. Where, because of various indus- 
trial and _ technological trends, the 
factory, shop, or job has created the 
conditions which have brought about 
the lack of worker interest in work, 
society must itself develop resources of 
recreation, education, and voluntary 
community associations to make possible 
a moral equivalent for committed work. 
Otherwise we shall be developing not 
only a mass society, but an immoral, 
indulgent, and irresponsible society. 

Other public health concerns also re- 
late to the present image of the family. 
Infant mortality has been reduced by 
two-thirds within the last few decades 
and is now at a rate where further reduc- 
tion may be achieved more by what Sir 
James Spence calls “maternal capacity” 
and to which I see no reason for not 
adding “paternal capacity.” In general 
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this means “family capacity” for child 
rearing. This must be maintained and 
further potentiated even though 29 per 
cent of all married women are now in 
the labor force and about one in four of 
all children have working mothers. 

Since the first year and the last year 
are the most dangerous medically of 
one’s life, it is also evident that many 
of our geriatric problems are related 
to the sociology of the contemporary 
family and the associated cultural values 
about aging. An excessively facile equa- 
tion of aging and illness, the conception 
that the sick role is necessarily experi- 
enced in an institution, isolation from 
kinship support, downward social mo- 
bility which retirement and loss of work- 
given status may seem to imply, the 
trajectory model of the life-span rather 
than a model of continuing development 
and differentiation—all these factors un- 
duly and perhaps unnecessarily stress 
the aging person in our society. 

Let us look now at the larger social 
system of the city. Most of us I think 
will agree that the best things and the 
worst things happen in cities. In cities 
we deal almost in pure culture with the 
man-made environment and with the en- 
vironment-made man. Indeed, in less 
than a century, we shall have most of 
our then 600 million people in the un- 
natural space of the city. Social pathol- 
ogy and urbanization are highly corre- 
lated, but an historical look at the trends 
in criminal action, for illegitimate births, 
and other evidence of an inadequately 
organized society indicates that the great- 
est amount of deviant behavior, as well 
as the greatest mortality in cities, coin- 
cides with periods of high immigration 
and rapid population growth. When 
metropolitan growth rates have been 
slow, social pathology has declined even 
in the presence of significantly reduced 
business and economic activity. In 
times of concentrated population influx 
the social organization of the city can- 
not properly “process” all the humanity 
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which comes to it. Hence, individuals 
and families may search for or organize 
a subculture which permits them to act 
out deviantly and relatively anonymously 
the hostile, retaliative, or self-seeking 
motivation induced in them by the fail- 
ure of social integration. Others may 
become deviant or sick in other ways. 
Some will feel powerless and helpless 
because of a very low expectation of in- 
fluencing or controlling the events which 
affect them. Still others may feel mean- 
ingless and unrelated. 

Studies on psychiatric illness in mi- 
grants into cities, whether the move is 
from one county to another, one state to 
another, or one nation to another, indi- 
cate that the incidence is greatest in the 
first six months of the transition. 

The highly publicized problems of 
juvenile delinquency and drug addic- 
tion are closely related to our ineffective 
countertrending against the inadequate 
organizational integration of our cities. 
At the 1957 rate of delinquency inci- 
dence, 12 per cent of all adolescents will 
soon be involved in at least one court 
delinquency action, and if boys alone 
are considered this percentage becomes 
20 per cent. To react fully to the im- 
port of this in absolute numbers it is 
necessary to remember that there will be 
50 per cent more boys and girls in the 
10-17 age group in 1970 than now. 

The countertrends initiated by civic 
action and particularly by public ad- 
ministration seem to suggest rapid and 
adequate decentralization of public 
health, welfare, recreational and educa- 
tional services, and for adolescents, 
especially, attention to organizational 
and administrative changes in the school 
system which facilitate meaningful par- 
ticipation and involved commitment in 
the school society. 

It may not be too offensively utopian 
even to suggest the creation, ultimately, 
of departments of social behavior in city 
and county administrations as an aid to 
public executives in developing informa- 
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tion about the collective behavior of the 
city and in planning the organizational 
direction necessary to assure maximal 
community integration. 

We must, finally, look at the changing 
scene in relation to social organizations 
in general and specifically to the soci- 
ology of health organizations and in- 
stitutions. In his provocative book, 
“Post-Historic Man,” Roderick Seiden- 
berg speaks of social organization, and 
of organizing, as translating “. . . under 
the influence of intelligence, the im- 
plicit possibilities of life into those 
explicit patterns of living that dis- 
tinguish cur conscious social processes 
and social relationships.” 

The organization, therefore, is not 
necessarily something which opposes 
and suppresses individualism, creative 
uniqueness, or personal leadership and 
responsibility but, on the contrary, is an 
adaptive system of resources, functions, 
and social relationships by which we 
potentiate constantly the greatest human 
actualization and fulfillment of the in- 
dividual. The organization man is in- 
timidated into conformity, unimagina- 
tive compliance, and passivity not be- 
cause of too much concentration upon 
organization but because of too little. 

Progressively we are creating for our- 
selves an almost totally man-made physi- 
cal, social, and cultural environment. 
Diseases and _ illness—accidents, air- 
pollution reactions, psychosocial stress 
responses, suicides, and health problems 
complicated or engendered by people- 
deficiency and by meaning-deficiency, 
faulty sick role experience, and inade- 
quate, reluctant, or tardy access to the 
social and cultural resources for the 
prevention of disease and uneasiness and 
for the prevention or retardation of its 
worsening—all these illnesses can be en- 
compassed_ sufficiently within medical 
awareness and influence only by the in- 
telligent organization of countertrends 
and by the utmost administrative use of 
the disease-detection and disease-treating 
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processes to increase and maintain well- 
ness and to reduce both the prevalence 
and the duration of illness. 

For where, indeed, is illness bred? 
In the heart or in the head? Or in the 
body politic? Whatever the determin- 
ing pattern, as soon as the individual 
can accept himself as ill he may then 
turn to the medical helping institutions 
to become legitimately sick and a pa- 
tient. He may, of course, experience a 
more or less prolonged struggle within 
himself before achieving his self-defini- 
tion of being ill. This is not only a 
psychodynamic struggle with himself. It 
is also related to his social class and 
social space perceptions of the meaning 
of being ill and of the prospective sick 
role experience. It is salutory to re- 
member that many patients do not deny 
their self-perception of being ill. They 
do avoid entering the sick role experi- 
ence and becoming patients under the 
conditions they perceive as associated 
with the patient role. Hence sick role 
expectations and the actual social be- 
havior related to the destined patient 
role of various persons, loosely defined 
by social class, may be as important in 
early case-finding and early initiation 
into treatment as the assessment of the 
financial and physical adequacy of the 
health facilities themselves. Potentia- 
tion of social and psychological access 
to the already existing health resources 
is, as we all know, a continuing task of 
all public health personnel. 

An important health observation here 
is that the prevalence and the incidence 
of much disease is greatest in social 
class IV and V and, generally, for many 
diseases the mortality seems to be greater 
during the same amount of overt and 
formal sick role time for these social 
classes than for persons in classes I 
and Il. 

If the patient role is socialized by par- 
ticipation in a hospital society, then 
the various ways in which the hospital 
organization may unwittingly increase 


the stress of the patient and thus inter- 
fere, even physiologically, with the op- 
timal dynamics of healing and repair 
puts the organizational function of the 
hospital intimately into the treatment 
process, 

Here, again, the possible apathy, 
anxiety, resentment, and the low involve- 
ment, participation, and commitment of 
health personnel to the medical tasks of 
the hospital may be the result not only 
of the intrinsic organizational and ad- 
ministrative behavior of the hospital but 
may also be due to the failure of the 
hospital to countertrend successfully 
against the adaptations to work which 
have been learned elsewhere in the 
society. 

What many hospitals need today is a 
doctor of the hospital—someone who is 
an expert in both medicine and social 
science—who can diagnose and treat 
the organizational uneasiness of the hos- 
pital and who understands how to use 
the sociability of man to engender 
maximum commitment and excitement 
in the work of the hospital. The urgent 
need is for administrators who can treat 
patients, not with a fragmented, some- 
times unrelated and even hostile thera- 
peutic aggregate of individuals, but with 
the whole integrated social system of the 
hospital. 

The same obligation to achieve aware- 
ness of how we are being organized by 
our society and culture, and of how 
our effective control of events must be 
achieved by rationally and consciously 
taking responsibility for organizing our- 
selves applies obviously to medical edu- 
cation, medical research, and to all our 
medical institutions. We must, ourselves, 
arrange and administer our organiza- 
tions so that each of us can integrate 
himself into his organization with the 
high security of knowing adequately 
what is happening in the organization 
and of feeling certain that he has ac- 
cess to and can mobilize the resources 
of his organization to do his work and 
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to facilitate constantly his own progres- 
sive development and his own creative 
and productive individuation. 

In his penetratingly compassionate 
thinking about the evolution of man, 
Pére Teilhard de Chardin concludes 
that: “The history of the living world 
can be summarized as the elaboration 
of ever more perfect eyes within a Cos- 
mos in which there is always something 
more to be seen. . . . Man, the center 
of perspective, is at the same time the 
center of construction of the universe. 
And by expediency, no less than by 


MAN AND HIS CHANGING ENVIRONMENT 


necessity, all science must be referred 
back to him. If to see more is really 
to become more, if deeper vision is really 
fuller being, then we should look closely 
at man in order to increase our capacity 
to live.” As trustees of the public well- 
being, we are charged with the whole- 
ness, the health of man. What else 
can this imply except the most urgent, 
assertive, and forthright devotion of all 
the sciences of man, physical, biological, 
and behavioral to the increasing actuali- 
zation of the human condition? The 
time, all over the world, is noon. 


Dr. Stainbrook is professor and chairman, Department of Psychiatry, School 
of Medicine, University of Southern California, and chief psychiatrist, Los 
Angeles County General Hospital; Los Angeles, Calif. 

This paper was presented before the Association Symposium of the American 
Public Health Association, at the Eighty-Eighth Annual Meeting in San 


Francisco, Calif., October 31, 1960. 


HISTORICAL PERSPECTIVE 


George Rosen, M.D., F.A.P.H.A. 


| po solid and enduring advances in 
community health action in western 
Europe and the United States over the 
past hundred years were not attained in 
a vacuum. These achievements are in- 
timately related to the evolution of in- 
dustry and technology which made pos- 
sible the accumulated wealth from which 
the funds needed for profitable invest- 
ment in the improvement of community 
health could be obtained. Nonetheless, 
improvements in living conditions, health 
services, and consequently in reduction 
of preventable disease and death have 
not been uniform throughout the world 
or even within the economically ad- 
vanced countries. It is clear enough 
that the appalling inequalities in health 
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conditions that exist throughout the 
world today are directly and intimately 
connected with the fundamental prob- 
lems of wealth and poverty. 

Poverty and disease are linked through 
inadequate nutrition, housing, clothing, 
insanitary living conditions, and preva- 
lent cultural values. In turn, these are 
linked with low income and lack of 
education. Thus, the importance of eco- 
nomic, social, and political factors in 
determining the health status of a people 
renders it imperative to take a compre- 
hensive approach. In many undeveloped 
parts of the world, health aims cannot 
be attained without improvement of 
agriculture, development of industry, 
creation of competent administrattve 


service, and a rise in the educational 
status of the population. In short, the 
undeveloped areas of the world confront 
the 20th century on a global scale with 
the same kind of problem that the sani- 
tary reformers faced on a national scale 
about a hundred years ago. Just as 
Edwin Chadwick, Southwood Smith, and 
the other sanitary reformers recognized 
that no community can continue to sus- 
tain indefinitely large social losses due 
to preventable ill-health and advance 
economically, so today men realize that 
aid must be given to the underprivileged 
members of the international community 
in social and economic terms if they are 
to deal successfully with their health 
problems. 

Basically what we confront is a prob- 
lem in the control of the social environ- 
ment. Such control is formally exer- 
cised through the implementation of 
social policy, which may be defined as 
those public provisions through which we 
attack insecurity, and endeavor to pre- 
vent or repair various social losses pro- 
duced by a competitive market and in- 
dustrial economy.' Indeed, it is no 
exaggeration to say that the establish- 
ment of the free market in the 19th 
century and the consequences of this 
fact have been the major determinants 
in the social history of the 19th and 
20th centuries. The fact is that the op- 
eration of the market inadvertently and 
simultaneously broached the large ques- 
tion of how to organize life in a complex 
urban, industrial society. A major aspect 
of this question was the organization of 
the community to protect its health. 

The introduction of economic freedom 
led to one of the most startling paradoxes 
in modern history. Far from doing 
away with the need for government 
mental intervention, control, and regula- 
tion, the free market eventually led to 
an enormous increase in the administra- 
tive functions of the state. Thus, the 
1830's and 1840's in England saw an 
outburst of legislative activity abolish- 
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ing restrictive regulations and_ social 
obligations prevalent before the Indus- 
trial Revolution, but even while certain 
forms of social regulation were being 
discarded, others were replacing them. 
While the Industrial Revolution was still 
in its infancy, Robert Owen had fore- 
seen the need for state action to curb 
some of the consequences of economic 
freedom. “The general diffusion of 
manufacturers throughout a country,” 
he wrote in 1815, “generates a new 
character in its inhabitants; and as this 
character is formed upon a principle 
quite unfavorable to individual or gen- 
eral happiness, it will produce the most 
lamentable and permanent evils, unless 
its tendency be counteracted by legisla- 
tive interference and direction.” Owen’s 
warning was soon realized and, while 
the Poor Law Amendment Act of 1834 
created a system of labor incentives for 
the factory workers, health laws and 
factory laws were soon laying the 
foundation for centralized authority to 
promote health and welfare. 

In fact, the question of health serves 
as a focal point around which the doc- 
trines of economic freedom and political 
liberalism can be seen in various stages 
of modification. This transformation 
did not occur simply because of the 
growth of humanitarian sentiment or of 
a social conscience. Legislation on 
health and sanitation resulted from a 
variety of forces within the social and 
economic order. It resulted less from a 
concern for the welfare of the poor than 
from a growing realization that epidemic 
and endemic disease caused by defective 
sewerage or infected food was a problem 
of the entire community. Furthermore, 
there was an increasing awareness that 
the cost involved was a form of social 
waste that could and should be elimi- 
nated. Furthermore, in recognizing this 
fact, those who dealt with problems of 
health and welfare tended to a greater 
or lesser extent to repudiate the prin- 


ciples employed by economists and 
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others to justify the consequences of 
unrestricted competition. Political and 
social scientists of the 18th and 19th 
centuries were inspired by a creed which 
conceived of a natural economic order 
on the same level as the concept of the 
universe associated with the name of 
Newton. The social irrelevance of this 
doctrine was expressed in no uncertain 
terms in 1850 by Leonard Horner, 
basing his opinion on some 17 years of 
experience in administering the factory 
acts. 

“It quite disgusted me,” he said, “to 
hear the cold, calculating economists 
throw aside all moral considerations, and 
with entire ignorance of the state of the 
people who work in factories, talk of 
it being an infringement of principle to 
interfere with labor. Why interfere with 
the use of capital in any way then? 
and do we not see laws passed every 
year to abate the abuse of the applica- 
tion of capital when it is productive of 
great moral and social evils? If I were 
free to write, | could from my experi- 
ence make such a statement as would 
show the fallacious reasons, and bad 
political economy, of those very econo- 
mists, who with their extravagant exten- 
sions of their doctrine of laisser faire, 
bring discredit upon the science they 
cultivate.”* 

Several years later, in 1854, John 
Simon had this to say: “If such and 
such conditions of food or dwelling are 
absolutely inconsistent with healthy life, 
what more final test of pauperism can 
there be, or what clearer right to public 
succor, than that the subject’s pecuniary 
means fall short of providing him other 
conditions than those? It may be that 
competition has screwed down the rate 
of wages below what will purchase in- 
dispensable food and wholesome lodg- 
ment. . . . All labor below the mark is 
masked pauperism. Whatever the em- 
ployer saves is gained at the public 
expense . . . and it is the public that, 
too late . . . pays the arrears of wage. 
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. . » Probably on no point of political 
economy is there more general con- 
currence of opinion, than against any 
legislative interference with the price of 
labor. But... before wages can be 
safely left to find their own level in the 
struggles of an unrestricted competition, 
the law should be rendered absolute and 
available in safeguards for the ignorant 
poor. ... The fact is . . . that, except 
against willful violence, human life is 
practically very little cared for by the 
law.” 

The accumulating consequences of 
technological development and urban 
growth thus led to a recognition of the 
need for new terms of reference. Aware- 
ness that private enterprise was able to 
shift part of the total costs of production 
to other persons such as their employees, 
or to the community as a whole meant 
that realistic assessments of these social 
costs had to be made and that the social 
problems had to be defined. These 
were prerequisites for meaningful social 
policy. Health as one of the great 
themes of social anxiety during the 19th 
century was studied in numerous in- 
vestigations and reports. These were 
the terms on which modern public health 
was created—as one of the means by 
which the early industrial society, first 
in England, then in France, Germany, 
and the United States, began to bring 
under control the heavy costs of social 
ineficiency. As empirical research de- 
fined areas of public concern and obliga- 
tion, the functions of government were 
redefined. Furthermore, it was claimed 
that social provisions, including health 
measures, were a bulwark protecting 
property against the inroads of social 
radicalism. 

While these actions were being taken, 
other trends that had already developed 
before 1800 were intensified and carried 
further. From the later 18th century 
onward, Europe underwent a_ great 
demographic revolution. Between 1800 
and 1914, the population of Europe in- 


creased dramatically from 180 million 
to 460 million. This revolution, ac- 
celerated by the social changes created 
by industrialism, introduced new atti- 
tudes and concepts pertaining to social 
life. For example, before the 19th 
century when a high infant mortality 
prevailed, the attitude toward childhood 
was different. “I lost two or three chil- 
dren as nurselings,” wrote Montaigne, 
“not without regret but without great 
grief.” Children hardly counted until 
they had reached an age of probable 
survival. “Adolescence” as a_ special 
phase of individual growth is a modern 
concept, and had to be preceded by a 
more specific concept of “childhood.” By 
saving lives in the 19th century, public 
health controlled one aspect of the social 
environment but helped to bring into 
being others. In earlier periods, chil- 
dren once they had attained an age of 
probable survival mingled freely and al- 
most completely with adults. Their edu- 
cation broadly speaking, came from this 
mingling and was added to later by 
schools and apprenticeships. The con- 
cept of juvenile delinquency could not 
arise until the juvenile appeared in 


another context and this involved 
changes in “the home” and “the 
family.” 


The notion of the family had begun to 
change in the 18th century from a mis- 
cellaneous group including different 
generations and even domestic servants 
and apprentices into the compact 
husband-wife-offspring group that we 
have today. At the same time the 
“house” where everything was transacted 
with a minimum of privacy was replaced 
by the “home” with its separate rooms 
and its modern exclusiveness. This 
process was expédited and intensified by 
the industrial society as it developed. 
The impact of the factory on the famity 
was to dissolve it and force it to recon- 
stitute itself on other terms. Most 
severely affected initially were the 
families of the workers, but in time the 
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middle class was also affected, and 
eventually agricultural families as well. 
Most of these changes occurred with 
practically no social controls, except 
those exerted through health provisions, 
some provision for education, and little 
else. The various fields of endeavor con- 
cerned with the family, mothers, and 
children have been and are dealing with 
problems that developed out of the 
changes indicated above. This is yet 
another reason why the field of public 
health expanded in this century. 

Furthermore, the work of public health 
has been carried out in the context of a 
shifting balance of power in soviety. 
It is obvious that the steady increase of 
protective social legislation, the enforce- 
ment of minimum standards of health 
and efficiency reflect, at least in part, a 
shift of the balance of power away from 
those who were formerly able to transfer 
part of the costs of production to others. 
However, these changes occurred in a 
society whose patterning was largely left 
to chance. Action concerned with health 
and welfare was taken as a response to 
an emergency, not infrequently without 
thinking through the possible con- 
sequences. Solutions to health problems 
tended on the whole to be partial solu- 
tions. This first stage in the evolution 
of industrial urban society, particularly 
in the West, ended about 1910-1930. 
The second stage which we have now 
entered requires much more deliberate 
patterning, which will be based on look- 
ing ahead to envisage possible conse- 
quences. However, the organization of 
power in society sets limits to what can 
be done at any given time, unless these 
limits are transcended by evolutionary 
or violent change. At present all the 
signs in the United States point to evolu- 
tion, but let us remember this does not 
mean that the problems that beset us 
can be overlooked. 

Let us look at a few of them. The ills 
that derive from the social cancer of 
racism stand out as major problems in 
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terms of ill-health. The evidence is in- 
escapable. It is visible in the slums of 
our cities with their residentially 
segregated Negro, and to a_ smaller 
extent Puerto Rican, populations. These 
slums harbor many of the problems to 
which attention is increasingly drawn in 
the literature of health and social wel- 
fare. The basic cultural deprivation to 
which the members of these groups are 
subjected brings in its train still further 
consequences. One is the social in- 
efficiency which results when human 
resources are inadequately utilized. In 
the health field, for example, the educa- 
tional liabilities to which the Negro is 
subjected make it difficult to train 
needed Negro physicians and other 
health personnel. Another aspect of this 
problem is to be found in the segrega- 
tion of facilities. This is not the place to 
discuss these problems in detail, but one 
must point to these problems if we want 
to be realistic about our world and the 
things that need to be done. There is 
no doubt that action is needed, but 
action should be based on data defined 
as precisely as possible. In the earlier 
period of public health, an initial step 
in dealing with health problems was to 
define them in numerical terms. To 
a certain extent, the health problems 
connected with segregation and discrim- 
ination have been defined in this way. 
An example is the study of Negroes and 
Medicine by Dietrich C. Reitzes, but 
much more needs to be done. Research 
and application, wherever possible, must 
go hand in hand. 

Another problem in control of the 
social environment is the question of 
health services. Excessive social costs, 
or to put it in another way, social in- 
efficiency and waste exist to a substantial 
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degree in our whole system of medical 
care. They are to be found in the pro- 
vision of drugs, in the practice of medi- 
cine, in programs for the indigent. I 
need not enumerate them all. Here, too, 
we face a situation analogous to that 
faced by the pioneers of modern public 
health. How heavy a burden of social 
inefficiency can a society bear, and how 
long can it do so? Can a highly or- 
ganized urban industrial society con- 
tinue to develop adequately unless this 
burden is reduced? These questions 
are significant if we are to control our 
social environment. 

It is well to remember, however, that 
as the late Gordon Childe phrased it, 
Man makes Himself. Public health work- 
ers as well as other members of society 
must constantly remember that social 
change for better or worse is always the 
work of human hands. If the history of 
public health teaches us anything, it is 
this. Just as the pioneers of public 
health used facts, figures, ideas, and 
social action to improve the health of the 
community, we too, if we wish to be 
true to their spirit, cannot remain con- 
tent with good intentions but must en- 
deavor to put into practice the knowl- 
edge that is ours. Where we do not 
have it, we must try to obtain it. For 
we have a professional and moral re- 
sponsibility to work for a social and 
cultural environment in which human 
beings can live a healthier and happier 
life. 
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HEALTH ADMINISTRATION VIEWPOINT 


Ralph E. Dwork, M.D., F.A.P.H.A. 


OMADIC man has done it again! He 
N is on the move, and this time—out 
of this world! He has broken the bonds 
of his domesticity and is threatening to 
“shoot the moon.” The chiming of 
the cosmic clock for the Atomic Age has 
barely died away when we are on to 
the Space Age. It appears that we find 
happiness in pursuit of science rather 
than in the science of the pursuit of 
happiness. What implications does this 
portend for the future of man—par- 
ticularly from the point of view of pub- 
lic health administration ? 

One thing we can be sure of—man is 
man, and it is the nature of the beast to 
defile his surroundings. It is also like 
him to be on the move before he has 
solved the problems in the place from 
whence he comes. Each new crisis, 
each new challenge leads the thoughtful 
but perhaps the less adventurous to self- 
conscious self-scrutiny. I suspect that 
despite all our scientific advances we 
are ill at ease—ill at ease about our 
value systems, our goals, and our inter- 
personal relations. We look at ourselves 
in the mirror of time and come away 
disturbed, dismayed, and disillusioned 
at the distortions we discover. We see 
our society dedicated to spending its 
energy and spinning its wheels for the 
sake of “status seekers” and “waste 
makers.” We live in a dream world of 
science fiction and futuristic fantasy. We 
are motivated by a segment of society 
whose sole purpose is to find our Achilles 
heel and to trip us up or trick us into 
buying goods we do not need, at a cost 
which is too high, and which wear out 
too soon or are simply out of style in 
short order. 

There is something wrong with us 
when everything is predicated on a 


value system of forced obsolescence. This 
is true not only of automobiles and in 
lady’s hemline and contour, but of hous- 
ing styles, television sets, and even our 
thought processes. We have succumbed 
to the sibilant whisperings of the Madi- 
son Avenue hucksters and are approach- 
ing their marketing utopia—what Vance 
Packard calls “Cornucopia City.” 

What does this mean to those of us in 
the field of public health administra- 
tion? A multitude of new threats of our 
own making confront us. We are 
progressing from the battle of the bugs 
into the catastrophe of the chemicals. 
We are creating a shiny new chromium- 
plated and plastic-molded world which 
will be wonderful to look at, but some of 
us are beginning to wonder whether 
there will be a proper place for man in 
it. We are ; curing a host of new sub- 
stances into our environment and into 
ourselves—pesticides, weed killers, food 
additives, powerful but mysterious clean- 
ing agents, neat but questionable packag- 
ing materials, pretty but possibly perilous 
cosmetics. About many of these chemi- 
cals we know very little. The little we 
know is enough to be alarming in a 
great many cases. 

What can the laborers in the public 
health vineyards do about this? To me 
it is obvious that concern with these and 
other environmental hazards will de- 
termine our organizational patterns and 
our logistic deployment of men, money, 
time, and effort—in the next decade or 
two. I do not wish to encroach on 
Frank Stead’s* presentation and will 
not therefore expand on what is bound 
to be one of our major problems in our 
years ahead. 

What else will engross us? 


Medical 


* See the following paper. 
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care—undoubtedly; and with it, the 
modalities by which it is to be provided, 
and the quality of service which is pro- 
vided. This subject has become a politi- 
cal issue and while it would certainly 
be timely for me to discuss some of the 
facets of this problem, it would perhaps 
be unseemly. I have just come away 
from a decision by my governor that 
this is not a health department function 
—but a welfare department responsi- 
bility. | have lost a skirmish and it 
rankles. It is my hope though that 
time will be on my side. The only 
point I think it necessary to make is 
that I believe that health departments 
need to be willing to assume increased 
responsibility and to provide leadership 
in problems of administering medical 
care programs. More important than 
the question of “who shall get the serv- 
ice?” appears to me to be “what shall 
this service consist of?” and “what is 
the level of its quality?” This is essen- 
tially a medical determination and 
should be a health department function. 

What other programs will come to 
the fore? I like to refer to the four 
“A’s”—aging, alcoholism, air pollution, 
and accident prevention. Eli Ginzburg 
uses the triad of the three “D’s”—diet, 
drinking, and driving. Someone else 
has utilized the three “R’s” to refer to 
the newer program entities—radiation, 
rehabilitation, and recruitment. It does 
not matter which of these you choose. 
Any and all are merely devices to jog 
the mind, gimmicks to get away from 
the basic six or seven areas that tradi- 
tion has dictated shall be the province of 
public health agencies. We need to have 
our mental myopia corrected so that 
our vision extends to the far horizons. 
We have been shackled in the past by 
our own timidity and our own inade- 
quacy. We need to prepare for the 
battles ahead. How can we do this best? 

We will need money and people—but 
people more than money. Dedicated 


people, knowledgeable people, people 
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touched with the spark of missionary 
zeal. One of the former members of 
my staff once divided the categories of 
administrative leadership into philoso- 
phers, strategists, and tacticians. We 
have used this concept ever since. The 
philosophers require the broadest pos- 
sible educational background and sufh- 
cient experience to be aware of the prob- 
lems of application. Although not ab- 
solutely essential, an extensive medical 
background is highly desirable in this 
group. The ideal person would blend 
the concept of social and behavioral sci- 
ence with a knowledge of medicine. 
How are such individuals educated? 
Such an individual, I suspect, is largely 
self-educated beyond the ability of any 
academic institution to educate him. 
Certainly the conventional M.P.H. cur- 
riculum as it exists today does little to 
develop this type of individual. Such 
individuals are discovered rather than 
developed. 

The strategists are essentially bread 
and butter epidemiologists regardless of 
their titles. They are the ones that ap- 
ply scientific methods to the elucidation 
of ideas. They can guide the collection 
of data and arrive at valid conclusions. 
They can also indicate mechanisms for 
leaping from idea to action. However, 
they may not necessarily be men of 
action. They can point to the road but 
are often not the best guides along the 
way. In public health we must guard 
against the growth of a gulf between 
the scholar and the people to be saved. 
When the goals are too distant, hopeless- 
ness is generated. I believe that schools 
of public health can do a great deal to 
develop strategists. 

Let us now look at the tacticians. 
They are the doers. Each in his own 
category carries into action the ideas 
supplied by the philosophers and the 
strategists. In addition to the adminis- 
tration of programs and projects, they 
also act as catalysts. They stimulate 
the community and its organization into 


activity. They concern themselves with 
finding the right time, the right place, 
and the right people—and organize the 
situation to a productive end. It is 
their job to feed back problems to the 
strategist for further clarification and 
development. They are part of the 
policy-making hierarchy. They are in 
close touch with the possibilities, the 
necessities, and the limitations of each 
particular situation. Here, too, the 
schools of public health can do an effec- 
tive job—probably the most effective 
job. But it needs to be tailored to the 
individual needs of the applicant, and in 
my opinion cannot be done exclusively 
in an academic environment. Tutorial 
and preceptorship arrangements need to 
be provided, preferably under actual 
working conditions. There are many 
other values in the association of an aca- 


demic organization with responsible 
health agencies. Opportunities for re- 
search, for mutual consultation, and 
for joint utilization of personnel are 
perhaps as important as the opportuni- 
ties for the enrichment of public health 
education. 

It is obviously possible to develop this 
subject in many different ways. I have 
chosen to elaborate on those aspects 
which are perhaps nearest and dearest 
to me. Another time and another place 
and it might come out differently. I 
suspect, too, that the concept of freedom 
of the will and that man has some small 
degree of control of his destiny has led 
me to suggest that it is within his power 
to plan ahead. It is philosophically dis- 
tasteful to accept the thought that we 
can only predict our fate and future, not 
change it. 


Dr. Dwork is director, Ohio Department of Health, Columbus, Ohio. 
This paper was presented before the Association Symposium of the American 
Public Health Association, at the Eighty-Eighth Annual Meeting in San 


Francisco, Calif., October 31, 1960. 


ENGINEERING VIEWPOINT 


Frank M. Stead, P.E., F.A.P.H.A. 


tp STAINBROOK has made a case for 
the proposition that if we are to 
deal successfully with the health of man 
we must consider the entire system in 
which he finds himself. Second, he has 
envisaged this system as having four 
components: the body, the person, the 
physical environment, and the human 
group (i.e., society). Finally, he has 
strongly inferred that since the social 
forces not only may not be ignored, but 
may indeed be the controlling forces in 
determining the course of human health 


events, health departments should be 
actively engaged in the social arena. 
These three major points in Dr. Stain- 
brook’s presentation are separate and 
independent and should be reviewed 
separately. 

First, let us look at the systems con- 
cept. Increasingly in recent years it 
has become apparent that environmental 
problems cannot be solved without deal- 
ing simultaneously with series of inter- 
locking factors. For example, in traffic 
safety it is now recognized that we are 
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confronted with a system composed of 
the driver, the vehicle, the highway, and 
the pedestrian. 

In the field of vector-borne disease 
control the system includes the etiologic 
agent, the reservoir, the vector, and the 
susceptible human being. Perhaps the 
most complex of the newer environ- 
mental systems is represented by the 
field of ionizing radiation, dealing as it 
does with several distinct kinds of radia- 
tion, produced by both natural and man- 
made sources ranging from machines to 
a long list of chemical elements, permeat- 
ing air, water, food, soil, and minerals, 
and affecting man both as an individual 
and as a trustee of the genetic in- 
heritance of populations yet to come. 

In dealing with environmental prob- 
lems of this order of complexity we have 
been forced to use the systems approach. 
Our systems concept in the environ- 
mental field, however, has been an im- 
personal one in which people are treated 
only as biological entities; and immunity 
induced in human beings, for example, 
has been considered as completely analo- 
gous to “resistance” in insects. Our 
system has been based upon a concept of 
ecology and the objective has been to so 
manage the environment as to tip the 
scales in favor of one species (man) and 
to the detriment of other and undesir- 
able species (mosquitoes, flies, rodents, 
and even pathogens). I think, there- 
fore, that we may agree with Dr. Stain- 
brook that public health must use the 
systems approach and it would require 
but a small adjustment of point of view 
to modify current concepts of the system 
of man so as to include that characteristic 
in which man is special and unique, 
namely, his social awareness. 

Let us look next at Dr. Stainbrook’s 
description of the total system as com- 
posed of the bedy, the person, the physi- 
cal environment, and the human group. 
In setting up for ourselves a model «° 
the total system in which man finds 1...a- 
self involved we have an endless number 
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of choices. From a philosophical point 
of view, the system could as well be built 
around a fruit fly as around man. Our 
client is man, however, and our mission 
is to enable him to win the competition 
with other biologic societies and literally 
to “inherit the earth,” so that what we 
are seeking is a system model that will 
be a useful tool with which to achieve 
this objective. The test of our model is 
simply: does it help to make more effec- 
tive our public health institutions and 
programs in achieving the public health 
goal. 

Public health programs in_ this 
country have developed primarily along 
lines of containment; containment of 
disease and poisoning. Like fire depart- 
ments, we have been given authority to 
intervene in the normal course of events 
whenever a biological agent of human 
disease threatens to blaze up out of con- 
trol. Overshadowed by the potentiality 
of disease catastrophe, society has urged 
us to be a law unto ourselves and to 
make decisions without regard to dollars 
and cents cost, or other shocks to the 
normal state of affairs. As the champion 
of the people we have been expected to 
stamp out, eradicate, and exterminate 
the last spark of hazard; in short, to slay 
the dragon, a completely negative as- 
signment. 

This concept is entirely out of step 
with today’s environmental problems. 
The peacetime uses of radiation, the 
augmentation and improvement of the 
food supply by the use of agricultural 
chemicals, the development of a pattern 
of living which partakes of the ad- 
vantages of both city and country, but in 
which the problems of both are inter- 
woven, these are not things we want to 
stamp out. In these fields the risks 
to man’s health must be dealt with posi- 
tively by planning and management. 
These changes call for new organiza- 
tional concepts. 

The decisions in these fields are not 
the decisions of a public defender armed 


with dictatorial powers. They are 
building decisions. They are also social 
decisions which must be made with the 
consent of the whole people. Before the 
people will consent they must under- 
stand; and | may comment here that 
our past negative role of merely stopping 
or even preventing something has 
furnished an unsatisfactory background 
for public understanding of today’s 
problems. 

Finally the people must be prepared 
individually to cope with new elements 
in a changing world. Fifty years ago 
the population could be largely pro- 
tected against the communicable diseases 
by environmental measures which the 
people themselves seldom saw, or by in- 
oculations which could be simply and 
routinely administered with no special 
or unusual effort on the part of the indi- 
vidual. Today’s complex pattern of 
living confronts the individual with a 
whole new array of chronic ailments, 
against which he cannot be immunized, 
with environmental hazards that cannot 
be eradicated, and with the prospect 
that he must stand up against these 
forces for an extra ten or 20 years. He 
can trade in his car when it begins to 
creak and groan, but not his carcass. 

If we work back from today’s prob- 
lems, then we see that two basic com- 
ponents of the system, simply from a 
program point of view, are care and 
maintenance of the human machine, and 
skillful management of the environ- 
ment, both with the consent and co- 
operation of the people. These two 
components have recently been labeled 
“personal health” and “environmental 
health.” Organizational trends in pub- 
lic health seem to be moving in this di- 
rection, personal health (with emphasis 
on medical care) replacing preventive 
medicine and environmental health 
(with emphasis on judicial decision and 
management) replacing environmental 
sanitation. 


This ignores Dr. Stainbrook’s claim 


1022 


that a third compoi.~at, the social factor, 
must be included in the system. That the 
social factor is important no one can 
deny. That it is part of the public 
health system is the question that must 
be determined. How shall we decide 
this question ? 

The Program Area Committee on En- 
vironmental Health of the American 
Public Health Association believes that 
the social factor must be included in the 
system. We reach this conclusion as an 
inevitable result of our recognition of 
four levels of public health concern and 
program motivation. These levels rise 
progressively from simple survival 
through two stages of progressive eco- 
logical adaptation to the final and ulti- 
mate goal, namely, comfortable enjoy- 
ment of life. Having identified the 
ultimate goal it is obvious that we have 
crossed the “sound barrier” of physio- 
logic impairment as the boundary of 
public health concern and entered the 
area of subjective sense of well-being. 
Having taken this step, one cannot hold 
back from an acknowledgment of the 
basic role that social forces play in this 
level of enjoyment. “Social health,” 
then, inevitably rounds out the model of 
the system which we now see as personal, 
environmental, and social health, or 
*“Man—Environment—Men.” 

This enlargement of the concept of the 
scope of the system, however, leaves un- 
decided the question of whether all parts 
of the system will be attacked by one 
task force. 

The final question posed by Dr. Stain- 
brook’s presentation is, then, the ex- 
tremely practical one of how we shall go 
about achieving, or preserving social 
health and, what is even more to the 
point, who shall render the social health 
services. Public health agencies have 
an obligation to lead. It is also true 
that public health departments are part 
of the executive arm of government and 
must respect the instructions given them 
by the legislative arm in the tangible 
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form of statutes and budgets. Most 
legislatures have considered social wel- 
fare as a program to be separate from 
public health as a program and they 
have indicated this in their assignment 
of budgets and statutory responsibili- 
ties. 

We live in a world of ideals and 
politics. Realistically, it seems to me, 
therefore, that we should recognize the 
model of a triple component system (i.e., 
personal, environmental, and social 
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health) and take an active role of leader- 
ship to bring all organized programs in 
these three areas into a close and com- 
plementary relationship; but I believe 
that the current trends in public affairs 
indicate that the official public health 
departments in the United States in the 
current decade will develop programs 
primarily along the two lines of personal 
health and environmental health, giving, 
however, increased attention to social 
factors and forces. 


Mr. Stead is chief, Division of Environmental Sanitation, California State 
Department of Public Health, Berkeley, Calif. 

This paper was presented before the Association Symposium of the American 
Public Health Association, at the Eighty-Eighth Annual Meeting in San 


Francisco, Calif., October 31, 1960. 


PUBLIC ADMINISTRATION VIEWPOINT 


A. P. Hamann 


public administration, we are par- 
ticularly aware of the problem of the 
interrelationship of public services and 
the problems with which these services 
are attempting to cope. When a problem 
exists, legislation is formulated to meet 
the problem. Hopefully, the remedy 
will have as few harmful side-effects as 
possible. Sometimes, however, our an- 
ticipation of results is more deadly than 
accurate. This precision of anticipation 
depends upon many things, including in- 
sight and motivation. In any com- 
munity, government is a reflection of 
citizen interest and insight. This may be 
good or it may be bad, but it is essen- 
tially what people are willing to accept. 

In addition to making adequate pre- 
scriptions for social problems, there is 
the question of the extent to which citi- 
zens are willing to pay for needed pub- 
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lic services. Whatever the total limit of 
annual expenditures may be, there is 
always the problem of setting priorities. 
A new public health nurse position may 
be weighed against the cost of a new 
fire engine—both urgently needed! Such 
decisions are not easily made, and are 
usually made on far less than a precise 
scientific basis. 

An underlying problem of government 
is the extent to which the citizenry will 
accept guidance by “experts.” As 
Harold J. Laski indicated, the expert, 
like the cobbler, can fashion programs 
as best he is able, but it is up to the 
citizen to decide how well the shoe fits. 
In most communities, there is citizen 
recognition of the need for expert guid- 
ance in program planning and imple- 
mentation, and the professionals hired 
for this purpose have an opportunity to 
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increase awareness of such a need by 

the citizens. In addition, there is an 

awareness of the fact that community 
action must be undertaken in most in- 

stances by cooperative efforts by a 

variety of governmental and nongovern- 

mental groups. Public health depart- 
ments have been in the forefront in 
soliciting citizen cooperation, but this 

cooperation with government is not lim- 

ited to public health. Such programs as 

urban redevelopment, recreation, and 
city planning, all depend heavily upon 
day-to-day cooperation by a variety of 
citizen groups in the community. 

Some of the advisory groups we have 
or have had are: 

1. Advisory Board of Health. 

2. Mental Health Advisory Board. 

3. Dental Health Advisory Committee—to ad- 
vise re dental care of emergencies. 

4. Emergency Service Advisory Board—First 
Aid Station policies and practices. 

5. Blindness Prevention Group just recently 
incorporated as a private agency to prevent 
glaucoma and amblyopia in connection 
with the Health Department and the 
County Medical Society. 

6. Animal Shelter Committee which studied 
and aided the City Council and Depart- 
ment of Health in solving this problem. 

7. Restaurant Ordinance Committee which 
completely revised the restaurant ordinance 
and among other things provided for com- 
pulsory food handler training, the only 
such ordinance in this state. It came about 
through this committee’s request. 

8. Housing Committee with assistance of 
sanitarian rewrote the housing ordinance. 


One of the points raised by Dr. Stain- 
brook is a point upon which we feel 
most qualified to comment. This is the 
problem of rapid urban growth. In our 
community we have seen 100 per cent 
population growth in a decade. We have 
seen the transition from a processing 
center for agricultural products to a 
center with a balanced industrial com- 
plement. This growth has forced upon 
us a number of dilemmas. One of the 
dilemmas is that in a period of great 
urban and, in our case, suburban 
growth, the pressures for keeping up to 
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date on physical facilities-—streets, sew- 
ers, parks, and public  buildings—are 
tremendous. This has meant that a huge 
proportion of funds and energy in 
planning has gone into this area instead 
of the nonphysical programs which are 
equally, if not more important. In 
long-range planning, we have been 
forced to plan and replan time and time 
again, as the pattern of growth has un- 
folded itself. Population projections 
based on previous figures are soon 
thrown into a new angle of projection 
with each new count of the population. 
Areas which seem likely to encounter 
rapid development have not done so and 
the reverse has been true. 

One of the dilemmas which we have 
seen most keenly is the problem of the 
confined political community versus the 
dispersed associational community, and 
the division in loyalities which result 
from this split. In a growing urban 
community, we often find ourselves at- 
tempting to provide metropolitan serv- 
ices in a political subdivision tailored to 
meet the requirements of yesteryear. 
It would seem advisable for example, to 
have the same political jurisdiction 
cover both an individual's residence and 
employment. Yet in our city, and many 
others, we suspect that this condition 
holds for only a limited proportion of the 
population. Our answer to this problem 
has been one of rapid annexation of 
contiguous areas. Such an approach 
has seemed the only politically realistic 
answer to the planning and _ provision 
of necessary public services. 

In most communities, including our 
own, the provision of needed public 
services is far from perfect. However, 
we have under way certain programs 
which may be indicative of the direction 
to be taken for countering some of the 
trends which Dr. Stainbrook has covered. 
One of the things which we have seen 
has been the rapid development of tract 
housing and in some instances the 
equally rapid deterioration of this hous- 


VOL. 51, NO. 7, A.J.P.H. 


| 
| 
i 

| 


ing. This is particularly true of those 
tracts offering a minimal financial 
barrier to ownership. In one such tract, 
through the efforts of the Health Depart- 
ment, we have given assistance to the 
local tract improvement association to 
raise standards in the neighborhood and 
to prevent further deterioration. While 
some of the most frequent complaints 
from this neighborhood were related to 
environmental sanitation, this is an area 
which presents more than its share of 
social problems. The problems of this 
area were known to a number of gov- 
ernmental agencies. Each agency dealt 
with certain individuals and their prob- 
lems, rather than dealing with the prob- 
lems of the area as an area. The area 
itself was notable for lack of a nearby 
school, church, park, or any such formal 
integrative institution. In the efforts of 
the Health Department worker in the 
area, considerable emphasis has been 
placed on developing a sense of neigh- 
borhood responsibility and relatedness. 
This has meant not only strengthening 
the homeowners’ association basic pro- 
gram, but attempting to get this group 
to feel related to other organizations and 
public services. 

Pending the creation of a “bureau for 
counter trends,” one answer to such 
current social problems is flexibility in 
the functioning of existing departments. 
To facilitate such flexibility, another ac- 
tivity which has been developed in our 
community with assistance from a state 
program is the community mental health 
program. A major function of this pro- 
gram is the provision of expert psy- 
chiatric and social work consultation to 
community groups and various public 
servants. Among the major programs of 
this service has been the one with police 
officers and another with members of the 
clergy. In each instance, we recognize 
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that these individuals were key indi- 
viduals in the day-to-day contact with 
the public. Any increase in awareness 
which they might have of the dynamics 
of human behavior would presumably 
permit more effective service to the 
community. 

In conclusion, I would like to point 
up one of the major areas of need in 
creatively relating to the changing social 
and cultural environment of man. While 
most municipalities have some planning 
department concerned with the physical 
environment, very few of us do anything 
substantial in the area of applied local 
program research for nonphysical pro- 
grams. In addition, there is little 
correlation between statistics kept by 
various segments of government. For 
example, the police department collects 
statistics on crime; the health depart- 
ment collects morbidity and mortality 
statistics; yet, in spite of the effort put 
into each of these, seldom are these data 
related to each other so that we may 
begin to see peculiar neighborhood 
problems and over-all trends. In our 
own community, there is a_ certain 
amount of informal sharing by those 
concerned with data collection in various 
departments, but this is at a very rudi- 
mentary level. 

Since all these conclusions are, in my 
estimation, valid, I would suggest that 
each highly urbanized municipality ap- 
point a strong committee comprised of 
city and county administrators, school 
personnel, recreational experts, people 
from the social services, police adminis- 
trators, members of the clergy, and par- 
ticularly, members of the medical pro- 
fession, be they psychiatrists, general 
practitioners, or hospital administrators. 
Some significant trend, it seems to me, 
could be analyzed by such a group for 
the good of all concerned. 


Mr. Hamann is city manager, San Jose, Calif. 
This paper was presented before the Association Symposium of the American 
Public Health Association, at the Eighty-Eighth Annual Meeting in San 


Francisco, Calif., October 31, 1960. 
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A review of experience up to 1959 with dieldrin in the control of malaria 


indicated that any hazards are small when compared with the benefits 


to be derived from its use. Problems still to be solved are 


pointed out by the authors. 


HUMAN EXPERIENCE WITH DIELDRIN IN 
MALARIA CONTROL PROGRAMS 


M. R. Zavon, M.D., F.A.P.H.A., and R. E. Hamman 


INE years of field usage of dieldrin 

have provided sufficient use experi- 
ence to warrant an evaluation of this 
insecticide from a health standpoint. 
Over a period of seven years (1952- 
1958) the use of dieldrin in world-wide 
public health programs, predominantly 
for malaria control, became increasingly 
important. Among the 55 countries that 
used over nine million pounds of diel- 
drin, scattered reports of dieldrin in- 
toxication have at times raised ques- 
tions regarding its place in the over-all 
malaria eradication program. In order 
to properly evaluate the reported cases 
of dieldrin intoxication, a summary of 
dieldrin usage and experience seemed 
worth while. 


Place of Dieldrin in Public 
Health Programs 


Dieldrin was originally established as 
a residual insecticide for use in a 
malaria control program when it demon- 
strated the following characteristics: 

1. Ability to interrupt transmission of the 
malaria parasite ; 

2. Prolonged residual effect when applied 
to wall surfaces (primarily due to its stability 
and low rate of volatility) ; 

3. Ability to kill anopheline mosquitoes 
which walk across or rest on treated surfaces, 
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eliminating the necessity of direct spraying of 
mosquitoes. 


Additional characteristics of dieldrin 
subsequently became apparent as use 
experience increased. 


1. DDT and dieldrin proved to be comple- 
mentary in malaria programs where resistant 
mosquitoes were encountered. DDT-resistant 
anophelines are being fought with dieldrin in 
Indonesia, Iran, Iraq, and Turkey. Dieldrin- 
resistant anophelines have proved susceptible 
to DDT in Nigeria, Upper Volta, and Liberia. 

2. Mosquitoes were not irritated when sitting 
on dieldrin-treated surfaces. Thus mosquitoes 
do not leave treated houses prematurely. 

3. “Staining” had been a prominent reason 
given by some householders who had refused 
to allow their homes to be sprayed. The 
“staining effect” has been a minimal problem 
with dieldrin due to the smaller quantity of 
wettable powder necessary per unit area of 
surface. 

4. One application of dieldrin per year has 
proved sufficient in many countries. This is 
a particular advantage in remote, hard-to-get- 
to-areas, 

5. The smaller dosage of dieldrin wettable 
powder required per unit area reduces the 
over-all problem of transportation and storage. 


In addition to malaria programs, other 
public health considerations with diel- 
drin have included the following: 

1. Control of Culex spp. mosquitoes, par- 


ticularly the adults; 
2. Control of Triatoma spp., whether for the 
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purpose of reducing the incidence of Chagas 
disease or to eliminate the bugs from a 
nuisance standpoint; 

3. Control of tsetse fly by treatment of 
vegetation along water courses; 

4. Control of many other household pests 
such as bedbugs, lice, ticks, fleas, cockroaches, 
chiggers, spiders, scorpions, and ants which 
can be important both from a health as well 
as a public relations standpoint. 


Use History of Dieldrin 


Since 1952 when dieldrin was first 
introduced into the public health pro- 
grams of eight countries, it has been 
established as an effective and necessary 
insecticide for malaria control programs 
as well as for certain other health pro- 
grams. From 1952 through 1958, more 
than nine million pounds of dieldrin 
(equivalent to 18 million pounds Diel- 
drin 50 per cent Wettable Powder) have 
been procured by 55 countries for, pub- 
lic health programs (Table 1). This does 
not include the dieldrin which has: been 
purchased and used -throughout the 
world for agricultural purposes. Nor 
does this figure of nine million pounds 
of dieldrin include the quantity of di- 
eldrin used in the United States for any 
purpose, be it agricultural or health. 

For residual house spraying in ma- 
laria programs, the application rate of 
DDT is normally 200 mg/sq ft and di- 
eldrin is normally 50 mg/sq ft, or a 
DDT-dieldrin ratio of 4:1. Thus, nine 
million pounds of dieldrin in a malaria 
program is equivalent to 36 million 
pounds of DDT. 


History of Dieldrin Intoxication 


Cases of dieldrin intoxication experi- 
enced by members of spray crews have 
been published from four countries: 
Ecuador,’ India? Nigeria.* and Vene- 
zuela.'= A résumé of these illnesses is 
to be found in Table 2. In addition, 
five other countries have reported (but 
not published) cases of dieldrin intoxi- 


cation. An examination of the data on 
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intoxication from these nine countries 
(out of 55 who have used dieldrin) indi- 
cates that only a small percentage of 
those spray operators exposed to dieldrin 
have reportedly exhibited any signs of 
illness. Considering the number of 
spraymen involved in applying nine 
million pounds of dieldrin, the evidence 
indicates that dieldrin can be safely 
handled. One must not assume from this 
that dieldrin is a nontoxic material 
which can be handled carelessly. Di- 


Table 1—Dieldrin Usage for Public 
Health: 1952-1958 (June) 


(in M/Lbs) 


Country 


Algeria 
Australia 
Belgian Congo 
Bolivia 

Borneo N. 


50 
3 
6 
6 
8 

Brazil 66 

British Honduras 6 

Burma 76 

Ceylon 95 

Colombia 55 

Costa Rica 29 

Curacao 8 

Dominica 20 

Dominican Republic 109 

Dutch Guiana 2 


East Africa 62 
Ecuador 135 
El Salvador 121 
Formosa 12 
French West and East Africa 217 


Greece 100 
Guatemala 187 
Haiti 87 
Honduras 31 
India 1,673 
Indo-China 64 
Indonesia 2,166 
Iran 269 
Iraq 381 
Italy 28 
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Table 1—(Continued) 


Country Total 
Jamaica 6 
Jordan 4 
Lebanon 4 
Liberia 28 
Malaya 14 
Mauritius 3 
Mexico 560 
Nepal 98 
Nicaragua 22 
Nigeria 2 
Pakistan 63 
Panama 48 
Paraguay 71 
Peru 19 
Philippines 848 
Puerto Rico 5 
Saudi Arabia 31 
Sudan 28 
Surinam 2 
Thailand 200 
Trinidad 48 
Turkey ll 
Venezuela 904 
Viet-Nam 43 
Zanzibar 27 
Grand Total 9,301 


eldrin is a toxic material which can cause 
illness when mishandled but which can 
be used without difficulty providing 
certain precautions are taken.**® Con- 
sidering the known toxicity of dieldrin, 
it is a tribute to the public health 
teams around the world that they have 
done this tremendous job of spraying 
with so little difficulty to the men in- 
volved in spray operations. 


Prevention of Intoxication 


Introduction of insecticide spraying 
into a public health program raises the 
question of protection of the public 
health employee. Good practice today 
requires a medical examination in order 


to help in placement of the employee in 
a job suitable to his physical and mental 
abilities. 

The initial medical examination of 
prospective spray team members should 
include particular attention to nutri- 
tional state and a history of central 
nervous system disorders. Persons with 
poor nutritional status or with a history 
of central nervous system disease, such 
as epilepsy, should not be exposed to 
materials which may increase the like- 
lihood of disability for them. In this 
connection, the electroencephalogram 
can prove a useful tool. 

It appears that careful attention to the 
physical status of the exposed individual 
both before and during exposure is the 
best method of preventing serious illness. 
Onset of early symptoms should result 
in the immediate cessation of exposure. 
This requires continuing close attention 
to the physical well-being of the worker. 

The foreman of a spray team is the 
person in the best position to observe the 
early symptoms of dieldrin intoxication. 
If he is thoroughly trained as to what 
symptoms to look for, severe cases of 
intoxication should not develop. If, in 
addition, there is continued supervision 
by interested medical personnel there is 
little doubt that the early symptoms re- 
sulting from long continued low level 
dieldrin exposure can be detected before 
clinical illness results.’ Illness from 
large, single exposures can only be pre- 
vented by observance of the precautions 
listed (Appendix A). 


Personal Hygiene 

Cases of dieldrin intoxication in spray- 
men are predominantly a matter of 
gross and continued exposure to dieldrin 
over a prolonged period of time. Pre- 
vention of illness then becomes a matter 
of reducing the quantity of insecticide 
to which a sprayman is exposed. Wash- 
ing of the body and clothing with soap 
and water will reduce the exposure. 
Washing the face and hands before eat- 
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ing and smoking is important. A bath 
at the end of each day and washing of 
clothes each day will minimize dieldrin 
absorption. 


Protective Equipment 


Use of protective clothing has been 
widely discussed as a means of protect- 
ing the skin from direct contact with 
insecticides. Suggested devices have 
been a full set of clothing such as long- 
sleeved shirt, long trousers, and shoes; 
a helmet with face shield; a respirator or 
gauze mask, a cape or cloak; and clean 
gloves. Depending on the climate, certain 
of these suggestions may be impractical. 
Spraymen have been unwilling to wear 
some of the items, such as the cloak or 
cape, in the areas in which much of 
malaria eradication program must }h« 
conducted. Other protective equipment 
such as the mask and gloves could con- 
ceivably be the cause of increased ex- 
posure to insecticide if the inner sur- 
faces, which are in contact with the skin, 
become contaminated through careless 
handling. 

Clothing in itself is a protection. It 
has been found that a cotton shirt can 
reduce skin contamination from 1,200 
mg/m? down to 5 mg/m*.!* Such pro- 
tection must clearly be limited by the 
capacity of the fabric to hold the spray 
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material and the frequency of launder- 
ing. 

Ordinary clothing which includes long- 
sleeved shirt and long trousers, fre- 
quently changed and washed, provides 
a practical means of preventing body ex- 
posure to spray. A hat or helmet with 
an attached visor or plastic screen veil 
is adequate protection for the head and 
face. Shoes for the feet and gloves for 
the hands complete the protective cloth- 
ing equipment. Washing and bathing 
as outlined above must be strictly ob- 


served. 


Diagnosis and Treatment of 
Dieldrin Intoxication 


Evaluation of the cases listed in Table 
2, based on published data, as well as 
other data has indicated that a fairly 
definite clinical picture of dieldrin in- 
toxication exists. Dieldrin is a chlorin- 
ated hydrocarbon which produces symp- 
toms in man similar to that of other 
chlorinated hydrocarbons. Its central 
nervous system effect is the most evident 
and is the usual object of treatment. In 
order to draw a comprehensive picture 
of the syndrome of dieldrin intoxication 
it is necessary to specify the type of ex- 
posure. 


Table 2—Resume of Published Cases of Dieldrin Intoxications in Public 


Health Programs 


No. 

Men No. Reporting Reported Year(s) 

Country Involved Cases Convulsions Deaths Occurred 
Ecuador 92* 8 4 1 1956 
India 192+* 10 6 0 1957 
105+" 10 10 0 1957 
Nigeria 40* 4 4t 0 1955 
Venezuela 285* 51 24 0 1955-1956 


* Total spraymen using dieldrin in country. 
t Total spraymen in unit using dieldrin. 

* Malaria Control Unit. 

Filaria Control Unit. 
t One patient had epileptic antecedents. 
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Acute Exposure 


The individual who has been exposed 
grossly and only on one or two days may 
be irritable and complain of extreme 
tiredness, a tiredness vastly out of pro- 
portion to the effort previously ex- 
pended. Headache of a generalized type 
but occasionally localized to the tempero- 
occipital area is sometimes noticed. 
Nausea may follow the onset of the fore- 
going symptoms. This, in turn, may be 
followed by chills and a feverish feeling. 

Even without treatment, recovery 
within 24 hours is the general rule 
when the patient is removed from the 
dieldrin locale. In some instances re- 
covery with complete cessation of symp- 
toms will take place within 12 hours but 
may be hastened by proper therapy. 
The use of barbiturates will usually, in 
the above described syndrome, shorten 
the symptoms almost immediately, 
usually without any soporific effect. 

In this picture of brief exposure 
there are no characteristic hematologic 
changes, the physical examination of the 
patient is not revealing and it is virtually 
impossible to make the diagnosis on any 
basis other than the history of exposure 
and the clinical course. 

There is another type of acute ex- 
posure in which an overwhelming oral 
dose may be received. The only cases 
of this type that have been reported have 
been suicidal attempts and in such in- 
stances it is often difficult to get informa- 
tion about early subjective symptoms. 
Usually the material is ingested in 
rather concentrated form and is fol- 
lowed within a half hour or so by nausea, 
vomiting, and convulsions. Coma and 
even death may follow. Cases of suc- 
cessful suicide are known. 


Repeated Exposure 

Persons exposed over a comparatively 
long period of time have shown symp- 
toms of intoxication when proper pre- 
cautions have not been taken. Dieldrin 
may be absorbed through the skin, in- 
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haled, or ingested. Symptoms of intoxi- 
cation usually develop only after a 
comparatively long period of exposure. 
As the metabolic route is still unclear 
it is impossible to determine exactly 
how the material is handled by the body 
nor is it known in what form it is ex- 


creted. It is known to be stored in the 
body fat. Thus, it appears that in 
poorly nourished individuals symptoms 
of intoxication may appear earlier than 
in similarly exposed individuals in a 
better state of nutrition. Figures are 
often quoted for the number of months 
of exposure to dieldrin preceding de- 
velopment of symptoms. These figures 
have little meaning without reference to 
the actual work history and type of ex- 
posure. In the past, the necessary 
records have often been difficult or im- 
possible to acquire. 

When, after prolonged exposure, 
symptoms of dieldrin intoxication de- 
velop they often begin with repeated 
episodes of the previously described 
acute picture. This is usually accom- 
panied by loss of appetite. Dizziness, 
nightmare, insomnia, and _ irritability 
may be pronounced. Muscle twitching 
is next noted and may progress to con- 
vulsions of a tonic-clonic type. During 
convulsions loss of spincter control has 
sometimes been reported. Accompanying 
this more severe syndrome may be 
mydriasis, an increase in blood pressure, 
profuse sweating, and diarrhea. If not 
aborted by therapy, recovery may take 
place or as shown in animals, but thus 
far not authenticated in human beings, 
the convulsions may proceed to coma 
and death. It has been noted that when 
convulsions occur they may recur at ap- 
proximately 30-minute intervals. Bar- 
biturates will abort this syndrome as it 
will the previously described syndrome, 
but oxygen under pressure and other 
supportive measures may be necessary. 
exposed to dieldrin have 

electroencephalo- 
usually a_ diffuse 


Persons 
shown nonspecific 
graphic changes, 
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dysrhythmia most pronounced in the 
temporal areas. Though helpful, this is 
not a routine diagnostic tool. The difh- 
culty of performing routine electroen- 
cephalograms makes such a test im- 
practical in most circumstances. The 
question of other diagnostic or prognos- 
tic tests is always raised. At this time, 
no other tests appear to be of real value 
in either diagnosis or prognosis with the 
possible exception of pre-exposure elec- 
troencephalograms. 

There have been a few reports of re- 
currences of illness as long as 12 months 
following the last known exposure. 
Such a finding is not impossible but 
seems to be contrary to most previous 
experience with other chemicals and 
leaves one looking for other explana- 
tions. It is impossible to prove the nega- 
tive but it would be desirable to have 
more proof of the etiologic agent and 
the absence of possible re-exposure. 


Treatment and Response to Treatment 


When exposure to dieldrin occurs in 
quantities too great to be handled by 
the body without untoward effect, 
symptoms early become evident. With 
long continued exposure central nervous 
system irritation appears to be the pre- 
dominant manifestation and other organs 
do not appear to be significantly affected. 
Withdrawal from further exposure when 
symptoms become manifest and _ treat- 
ment with barbiturates (preferably 
phenobarbital) when necessary and with 
other supportive measures if needed; 
these are the maxims of treatment for 
dieldrin intoxications. When good per- 
sonal hygiene has been used, and prac- 
tical protective measures employed, ill- 
ness has not resulted. When safety 
rules are broken, illness can be the 
sequel. 

No permanent sequelae have been re- 
ported following intoxication and there 
is no evidence of permanent central 
nervous system damage. Thus, if re- 
moved from exposure early enough, even 
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though symptoms of illness may have de- 
veloped, there is every reason to believe 
that complete and uncomplicated _re- 
covery will take place. When recur- 
rences, without further exposure, have 
been reported (Hayes, personal com- 
munication) this has not resulted in any 
known permanent sequelae. 


Discussion 


Reports of dieldrin intoxication in 
public health programs are sporadic. 
Most countries have not reported any 
cases of suspected poisoning. On spray 
teams which report intoxications, it is 
difficult to ascertain why some spraymen 
show symptoms and others do not. Data 
are available on length of time between 
commencement of dieldrin spraying and 
intoxication (Table 3). Before a case 
is included in the (repeated exposure) 
category, the possibility of acute ex- 


Table 3—Relation Between Interval of 
First Exposure and Intoxication (in 
Months) and Number of Cases Re- 
ported 


Interval No. of 

Country in Months Cases 
Ecuador Unknown 8 

India 
Malaria Unit 2-3 3 
3-4 7 
Filaria Unit 0-1 3 
1-2 4 
2-3 1 
3-4 1 
4-5 1 
Nigeria Unknown 4 
Venezuela 48 5 
8-12 9 
12-16 14 
16-20 13 
20-24 4 
24-28 6 
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posure must be ruled out. The pattern 
shown thus far indicates that symptoms 
do not normally appear for at least three 
and usually eight months after a spray- 
man has started the regular use of di- 
eldrin. Data which are noticeably 
missing are those involving the degree 
of exposure during the spraying period. 
If those spraymen who exhibit clinical 
symptoms are subject to a greater degree 
of dieldrin absorption what is it that 
they are doing which differs from their 
fellow workers? If this information 
could be determined, more effective 
means of preventing exposure to dieldrin 
could be established. Perhaps of even 
greater importance is the question of 
what methods are used by men who do 
not become ill. 

The need to eliminate malaria is too 
great to jeopardize the success of the 
program because of the limited hazard 
resulting from the use of a major tool 
in the eradication job. The millions 
of lives that have already been saved 
by the use of dieldrin in the malaria 
program and other public health pro- 
grams are testimony to its value. Though 
it is questionable whether even one life 
has been lost because of the use of di- 
eldrin in these public health programs, 
it would be folly to plan a control pro- 
gram based on dieldrin without recogniz- 
ing its toxic potentialities and the pre- 
cautions which must be observed in its 
use. The problem of dieldrin intoxica- 
tion is not unlike that in the use of 
penicillin, and as Rosenthal has written: 
“It should be kept in mind, however, 
that of the reactions caused by 809 
preparations reported in December, 
1957, by the Food and Drug Administra- 
tion, 793 were caused by penicillin, with 
72 deaths. . . . One should not under 
any circumstances abandon the use of 
penicillin, a drug to which countless 
numbers owe their lives despite a few 
tragic mishaps, but greater care must be 
exercised in its use so that its lifesaving 
work may go on unimpeded.” 
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APPENDIX A 


Measures for the Protection of 
Operators Handling Pesticides'! 


The following is a portion of a report 
dated June 17, 1957, of a Study Group 
on the toxic hazards of pesticides to 
man, appointed by the World Health Or- 
ganization and meeting from June 6 to 
13, 1956. 


General Aspects of Hazard 


Apart from the risks involved in the 
handling of bulk shipments, to which 
spray operators will not normally be ex- 
posed, hazards may arise in the follow- 
ing situations: 

(a) In transferring pesticide at headquarter 
stations from bulk packages to smaller con- 
tainers, and carrying it to the site of spray 
operations: 

(b) In the preparation of spray formula- 
tions: 

(c) By continued exposure to droplets in 
the course of spraying; 

(d) By accidental contamination at any 
stage. 
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General Precautions for All Spray 
Operators Applying Insecticides 


Without attempting to formulate a 
complete code of practice, the group 
recommends the following as minimum 
precautions for personnel handling 
pesticides in public health work. All 
pesticides are toxic to some degree, and 
care in handling all types should be 
routine practice. 


1. All operators handling pesticides should 
be informed of the risks involved in their use 
and receive instructions for handling them 
safely. 

2. There should be adequate technical and 
medical supervision of operators, together with 
the provision of facilities for the treatment of 
any casualties. 

3. Operators applying pesticides of all types 
should wear some form of impervious head- 
covering, which should be regularly cleaned. 

4. Facilities should be provided for washing 
the skin or clothing in cases of spillages and 
splashes. 

5. As far as possible operators should not 
work more than an eight-hour day. This 
precaution is particularly important when the 
handling of pesticides by the same operator 
takes place day after day over long periods. 

6. Separate working clothes should be used. 
They should be changed and washed as fre- 
quently as possible. 

7. Workers should not smoke or eat with- 
out first washing their hands and should take 
other simple precautions in places where pesti- 
cides are handled. 

8. It being recognized that, in all pesticide 
work, the greatest hazard lies in the handling 
of concentrates, the Study Group draws atten- 
tion to, and endorses, the recommendations 
for safety made in Section 9 of the Sixth 
Report of the Expert Committee on Insecti- 
cides.* Further, the group recommends that, 
in the transferring of concentrates from drums, 
either threaded taps or drum-pumps of stand- 
ard design be employed. 

9. Equipment used in spraying should con- 
form to the general and specific recommenda- 
tions with regard to design and maintenance 
made by the Expert Committee on Insecticides 
at its sixth session. 

10. All pesticide containers should be ade- 
quately labelled to identify the contents and 
show, in a form comprehensible to the op- 


* Wid. Hith. Org. Tech. Rep. Ser. 110:18, 
1956, reported in Mal/Infor/9. 
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erator, the nature of the material and the pre- 
cautions to be employed. 


Details of the interpretation and ap- 
plication of these recommendations can, 
where necessary, be sought by WHO in 
consultation with its Expert Advisory 
Panel on Insecticides. 


Special Precautions for the Handling 
of the More Toxic Material 


It is clear that special precautions 
must be observed when more toxic ma- 
terials such as dieldrin are handled. 
Recognizing the worker's difficulties in 
carrying out indoor spraying when clad 
in full protective clothing and a face 
shield or respirator, the group has con- 
sidered what evidence exists on the real 
nature of the hazard presented to such 
a worker. The work carried out by the 
Communicable Disease Center, Savan- 
nah, Ga., USA, has shown clearly that, 
during indoor spraying, exposure occurs 
to a very considerable extent by way of 
the skin, though the degree of exposure 
by inhalation has not yet been measured. 
However, work along similar lines on 
outdoor sprayers has also shown that ex- 
posure by the dermal route far exceeds 
that by inhalation. For this reason the 
group emphasizes the value of repeated 
washing as a precautionary measure for 
reducing the effect of skin contamina- 
tion. 


Dieldrin and Similar Compounds 


Taking such factors into considera- 
tion, the Study Group recommends that, 
for a substance such as dieldrin applied 
as an indoor spray: 

1. The operator should be provided with:* 

(a) a hat of impervious material with a 

brim of minimum width approximately 
three inches (this hat should be kept 
clean); 


* Experience has shown that safety programs 
are more effective when these materials are 
provided. 


; 
¥, 


(b) a short cape of impervious material to 2. Regular washing, both of the skin and 


cover the shoulders and prevent con- of the clothes, with soap or detergent should 

tamination of clothing; be enforced, particularly before putting on 
(c) chemically-resistant waterproof gauntlet- gloves and at the end of the day's work. 

type gloves (workers should be warned 3. A strict regard for keeping the working 

not to place these on contaminated hours to a maximum of eight hours per day 

hands). should be observed. 


Dr. Zavon is assistant professor of industrial medicine, University of Cin- 
cinnati, Cincinnati, Ohio. Mr. Hamman, formerly entomologist, Shell Chemical 
Corporation, Agricultural Chemicals Divison, New York, N. Y., is now with 
Geigy Agricultural Chemicals, Ardsley, N. Y. 


Nutrition Education 


The University of North Carolina is cooperating with the Public Health Service 
and the North Carolina State Board of Health in plans for an Institute on Nutrition 
in Chronic Disease and in Relation to Aging and Care of the Aged. This is to be 
held on the Chapel Hill campus August 28-September 1, 1961. 

Designed for nutritionists and other health workers concerned with chronic 
disease programs of “health promotion, primary and secondary prevention, and re- 
habilitation,” the institute will seek to give registrants a better understanding of older 
persons’ needs, and an awareness of the contribution that nutrition services may make 
in their care. It will also deal with the more effective use of available staff and 
resources. 

Copies of program and application forms from Rebecca A. Broach, Associate 


Professor of Public Health Nutrition, UNC School of Public Health, Chapel Hill. 
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What determines whether an infant will be breast fed or bottle fed? 
Conflicting assertions and theories led the author of this paper to 


make a study of variation in breast feeding. Regional residence 


and cultural context are found to be most significantly 


implicated in the differences that were determined. 


BREAST FEEDING PRACTICES: SOME IMPLICATIONS 


OF REGIONAL VARIATIONS 


William O. Robertson, M.D. 


OR EACH of the more than four mil- 

lion babies born yearly in this country. 
someone decides, “Breast or bottle?” 
Most frequently it is the mother. In the 
past 50 years many have speculated as to 
what factors influence her choice. Un- 
fortunately, few have based their specu- 
lations on valid data; most have relied 
on personal opinion, impression, or ex- 
trapolations from studies of primitive 
cultures. Recently, however, Salber and 
associates! have analyzed objective data 
from the Boston Family Health Clinic 
and have delineated specific factors that 
appeared to influence a mother’s de- 
cision to breast feed. Of these, a college 
education, membership in “the higher 
social class,” and previous experience 
with child care were found to be par- 
ticularly significant positive influences. 
In contrast, age of the mother, her race, 
the number of her own siblings, her 
mother’s feeding preferences, and her 
postnatal medical advice were considered 
to be nonsignificant influences. These 
authors conclude, however, “The atti- 
tude of medical practitioners, who are 
responsible for most of the antenatal 
supervision in the United States, prob- 
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ably accounts both for the regional varia- 
tion on the amount of breast feeding and 
for its general low prevalance.” 

Before the findings and conclusion of 
Salber and associates can be extrapo- 
lated to apply to other than their ad- 
mittedly selected sample or considered 
within the framework of conventional 
psychoanalytic theory, it would seem 
advisable to repeat their detailed pros- 
pective investigation among a somewhat 
more unselected population. If for no 
other reason than cost alone, such is 
well nigh impossible. Perhaps, as a 
less desirable but, nevertheless, effective 
alternative approach, the present author 
has analyzed certain relative data which 
had previously been collected by a 
nation-wide mail questionnaire survey. 
The following report outlines the method 
employed, the results obtained, and their 
implications. 


Procedure 


Simple questionnaires have been de- 
veloped to gather data about various 
child care practices. Explanatory in- 
structions request that the mother ex- 


amine all categories and note her 
answers by checking appropriate re- 
sponses. Space is provided for her to 
describe or explain the nature of any 
existing disease or abnormality, as well 
as her physician’s recommended therapy, 
or to add other comment she may con- 
sider appropriate. Certain specific items, 
such as the infant’s sex, the maternal 
age, the family income, and the like, are 
also requested to provide data for classi- 
fication and correlative purposes. 
Preliminary trials are undertaken with 
each new form to test adequacy of in- 


structions, comprehension of termi- 
nology, and degree of response. Neces- 


sary modifications are then incorporated 
into the questionnaire and its final 
format prepared. 

The names of women who have de- 
livered during a specified interval are 
obtained from existing commercial 
sources to provide for a sufficiently large 
sample. These names are alleged to be 
assembled in random fashion from a 
master list said to include from 85 per 
cent to 90 per cent of the nation’s births. 

A letter, signed by the author, is then 
forwarded to each name listed. It con- 
gratulates the new mother and requests 
that she complete and return, anony- 
mously, the enclosed questionnaire in an 
accompanying prepaid addressed enve- 
lope. One week ijater, a second mailing 
of the letter, questionnaire and envelope, 
supplemented with a hand-written nota- 
tion thanking the mother if she has 
already returned the questionnaire, and 
requesting her to do so if she has not, 
is dispatched. 

The geographical locations of respond- 
ents are determined from postal mark- 
ings on returned envelopes. These loca- 
tions are assigned their specific county 
sites, and population figures are de- 
termined from available government 
statistics. Arbitrarily, those counties 
whose populations exceed 100,000 are 
designated as “urban”; otherwise they 
are “rural.” Replies on returned ques- 
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tionnaires are then coded and entered 
on standard IBM cards, if multiple cor- 
relative studies are anticipated. 

The distributions of the sampled group 
and the responding group are compared 
to government data with regard to such 
items as geographical location, maternal 
age, education and parity, as well as 
sex, age, or birth weight of the infant. 
The percentages of differing replies are 
then computed for specified variables 
and compared by standard statistical 
procedures. 


Results 


Questionnaires containing queries 
about their infant feeding practices were 
mailed to 1,500 mothers of young in- 
fants in May, 1958. Eventually 1,275 
(85 per cent) returned completed ques- 
tionnaires. Twelve hundred and twenty- 
three returns (82 per cent) arrived prior 
to an arbitrarily selected coding date 
and form the basis for this report. 

Various characteristics of the respond- 
ent group are compared with appropriate 
United States government statistics* in 
Table 1. An anticipated disproportion 
with regard to educational and income 
levels was realized. (The method of 
sampling plus nonresponse do not fully 
explain such discrepancies. Inaccura- 
cies in replies to questions concerning 
certain prestige items are recognized 
sources of distortion. Furthermore, the 
government statistics, derived from all 
single as well as all married women, en- 
compass a somewhat different sample.) 

Of the respondents, 24 per cent indi- 
cated that their infants were completely 
breast fed at one week of age. Another 
6 per cent reported that their infants 
were breast fed but received, in ad- 
dition, supplemental or complemental 
feedings. Thus, 30 per cent of the in- 
fants were either completely or partially 
breast fed at one week of age. However, 
by eight weeks of age only 15 per cent 
of the infants continued to receive any 
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breast feeding. At 14 weeks of age the 
percentage had fallen to 10 per cent, and 
at 18 weeks, to 7 per cent. Whether an 
infant was under the care of a general 
practitioner or pediatrician during the 
neonatal period did not influence the in- 
cidence of breast feeding at one week 
of age, the respective percentages being 
31 and 30. 

Younger mothers did not attempt to 
breast feed more frequently or less fre- 
quently than did older mothers. How- 
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ever, mothers of first children did at- 
tempt to breast feed slightly, but sig- 
nificantly, more frequently than did 
multiparous women, 38 per cent and 27 
per cent, respectively (p= <0.001). 

The incidence of breast feeding as it 
varied with educational and income 
levels is shown in Tables 2 and 3. Among 
those in the “middle class,” the incidence 
of breast feeding was below that found 
in both the “lower,” and, more notably, 
the “upper class.” 


Table 1—Characteristics of 1,223 Respondents Versus United States Popu- 


lation 


United States 


Median number of children 


Educational level 
Grammar school or less 
High school attendance or gradua- 
tion 
College attendance or more 


6. Residence (county) 
Urban (>100,000 population) 
Rural (<100,000 population) 


Region of country 

New England 

Middle Atlantic and East North 
Central 

West North Central and West 
South Central 

South Atlantic and East South 
Central 

Mountain and Pacific 


. 


— $2,000 
$2,000 to $3,999 
$4,000 to $4,999 
$5,000 to $6,999 
$7,000 + 


Respondent Government 
Group Statistics? 
Characteristic (Per cent) (Per cent) 
1. Sex of infant 
Male 51.5 51.2 
Female 48.5 48.8 
. Median birth weight 7 lbs 7 oz 7 lbs 4 oz 
Median maternal age 26-6 years 26-2 years 


1.86 children 1.81 children 


7.3 16 
64.5 68 
27.3 16 
61 61 
38 39 

6 6 
37 38 
16 19 
21 22 
17 15 

6.6 8.2 
25.1 21.9 
20.8 17.3 
31.3 28.4 


16.2 24.2* 


* Distribution of levels of income in government figures covers the population from 15 to 45 
years of age; the respondents represent a younger age group, fewer of whom have entered the 


higher income brackets. 
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Table 2—Breast Feeding Incidence Ac- 
cording to Maternal Educational Level 


Educational Level Percentage 
Grammar school or less 34 
High school attendance or 

graduation 28 
College attendance or more 35 


On analysis by geographical location 
of respondents (Table 4), marked 
regional variations in incidence of 
breast feeding were noted, from a low 
of 16 per cent in the New England States 
to a high of 44 per cent in the states of 
the Mountain and Pacific area. How- 
ever, no significant difference in inci- 
dence of breast feeding was found on 
the basis of “urban” or “rural” classi- 
fication, the respective incidences being 


29 per cent and 32 per cent. 


Discussion 


In 1958, Meyer,* on the basis of a 
nation-wide questionnaire survey of hos- 
pital nurseries, reported that at the time 
of discharge from the nursery 21 per 
cent of newborns were totally breast fed, 
with an additional 16 per cent both 
breast and bottle fed. He concluded that 
the total incidence of 37 per cent rep- 
resented a significant decrease when com. 
pared to results of a comparable survey 
reported by Bain* in 1948. Although 
the over-all incidence of breast feeding 
as reported herein is still lower than that 
reported by Meyer, 30 per cent versus 
37 per cent, respectively, no definite sig- 
nificance can be attached to this differ- 
ence because the former percentage rep- 
resents incidence at one week of age; the 
latter, at the time of discharge from the 
nursery. While overreporting, under- 
reporting, and nonresponse may all con- 
tribute to the difference, the contrast in 
timing of the two inquiries would ap- 
pear to be more important. Eighty-four 
per cent of the infants in Meyer’s series 


were discharged on or before the fifth 
day of life, and a considerable fall-off in 
breast feeding is known to occur be- 
tween the day of discharge and the 
seventh day of life. 


Attrition Rate Among Breast Feeders 


The rapid rate of attrition among 
mothers attempting to breast feed is no 
doubt expected by the vast majority of 
those experienced in practice. Indeed, 
it is comparable to those found by 
Yankauer, et al.,5 by Pray, et al.,° and 
by Sears and associates’ in their retro- 
spective studies, as well as that found by 
Jackson, et al.,° in their prospective 
studies for “rooming-in” mothers. Such 
a rapid rate of attrition would appear to 
attest to the failure of various measures 
currently advocated to support the new 
mother in her attempt to achieve success 
in breast feeding (when she so chooses) 
or to point out the questionable founda- 
tion on which these measures are based. 
As a matter of fact, whether any of the 
variety of supportive measures currently 
in vogue is effective in lengthening the 
duration of breast feeding has yet to be 
conclusively demonstrated. That patients 
of certain physicians achieve “outstand- 
ing success in comparison with the pre- 
vailing norm,”' or that “rooming-in” 
mothers breast feed significantly longer 
than do “nonrooming-in” mothers* can- 
not be accepted as necessarily indicating 
value in the particular supportive meas- 
ure espoused. Other variables might 
easily be responsible. Actually, only in 
the more recent publication of Salber, et 
al..° does the “half-life” of breast feed- 


Table 3—Incidence of Breast Feeding 
According to Income Level 


Income Level Percentage 


1. — $4,000 36 
2. $4,000 to $6,000 27 
3. $6,000 to $7,000 23 
4. + $7,000 34 
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ing differ from the previously cited data, 
and their patients were admittedly a 
highly selected group. 

A moment’s reflection on those meas- 
ures cited by Richardson’® as important 
in maintaining successful breast feeding 
—manual expression, timing of nursing, 
alternating sources, complemental feed- 
ings, and correct posture—and the fre- 
quency of their routine employment 
among primitive cultures (where suc- 
cessful breast feeding is the rule) makes 
one hesitate to endorse any aid, except 
possibly strong conviction and enthusi- 
asm. And, today, even enthusiasm may 
not be indicated." 

An appropriate parallel might be 
drawn with nipple preparation rituals. 
Waller,'* Glaikley,’* and others have ad- 
vocated treatment to correct poorly pro- 
tractile, defective, retracted or poorly 
formed nipples detected early in preg- 
nancy. However, Hytten'* has recently 
shown that, left to their own devices, 
such nipples underwent spontaneous cure 
in 80 per cent of patients so afflicted 
during their first pregnancy. With sub- 
sequent pregnancies the percentage of 
cures increased proportionately. Not 
surprisingly, the “cure rate” was com- 
parable to that found following more ac- 
tive treatments, 


Influence of Parity and "Social" Class 


That mothers of first children attempt 
to breast feed slightly, but significantly, 
more frequently than do multiparous 
women is in agreement with the findings 
of an extensive national survey in Eng- 
land.'® Both variables—breast feeding 
and having large families—have been 
cited individually as expressions of fav- 
orable maternal activity. Such interpre- 
tations are somewhat challenged by the 
data because, rather than paralleling 
each other, the two factors display a 
reciprocal relationship. 

The finding that women in_ the 
“upper” economic-educational class 
breast feed significantly more frequently 
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than do those in the “middle” class 
serves to confirm the findings of 
others." While the contrast is statis- 
tically significant, it can, nevertheless, 
hardly be construed as being numerically 
important. The question remains 
whether one group breast feeds more fre- 
quently or the other less frequently. If 
the former hypothesis is invoked, as- 
suming that current fashions in infant 
feeding first make themselves apparent 
among the better educated, such dis- 
proportion would suggest that a revival 
of interest in breast feeding, as postu- 
lated by Salber and associates, is not 
limited to New England. 


Geographical Variation 


Of considerably more immediate im- 
portance, however, are the implications 
of the varied incidence found in differ- 
ing geographical localities. National 
surveys by both Meyer® and Bain* also 
detected significant variations in inci- 
dence with respect to this criterion. Each 
reported breast feeding least prevalent in 
New England. Recent regional studies 
conducted by Yankauer, et al.,5 Corsa,’® 
Anderson,’ Pray, et al.,° and Salber and 
associates also point up geographical 
variations in incidence of breast feed- 
ing: upper New York State, 25 per cent; 
California, 43 per cent; Seattle, 49 per 
cent; North Dakota, 71 per cent; and 
Boston Family Health Clinic, 62 per 


Table 4—Regional Variation in Incidence 
of Breast Feeding ‘ 


Incidence 

Region of United States** Per cent 
New England 16 
Middle Atlantic and East North 

Central 25 
West North Central and West 

South Central 32 
South Atlantic and East South 

Central 30 
Mountain and Pacific 44 

1039 


cent. Furthermore, a New England 
birth origin has been correlated with a 
lessened inclination to breast feed.’ 

Salber, et al., have concluded that the 
attitude of physicians providing antena- 
tal care is chiefly responsible for these 
variations. But, actually, it is question- 
able whether their data support such a 
contention. Of their sample of 114 
primiparous patients, 105 had definitely 
expressed, during their initial antenatal 
interview, either a positive or a nega- 
tive intention to breast feed. Almost 95 
per cent followed through in accordance 
with their stated preference. Only nine 
were “undecided” when queried; sub- 
sequently, six initiated breast feeding 
and three bottle feeding. The ratios 
of breast feeders to bottle feeders in the 
two groups are similar, 65:40 and 6:3. 
Although neutrality by the staff toward 
choice of feeding technic is alleged to 
have been intended, subtle encourage- 
ment of breast feeding by the attending 
staff is said to have taken place. Since 
the “undecided” group can be considered 
as most susceptible to such influences, it 
is noteworthy that no change in the ex- 
pected ratio of breast feeders to bottle 
feeders occurred. (Furthermore, even 
had a “favorable” change taken place, it 
could have added only three additional 
breast feeders—a relatively insignificant 
increase. ) 

Possibly enthusiastic proselytizing by 
the staff might have resulted in addi- 
tional conversions. Fraad'* has pointed 
out that such an approach can be effec- 
tive. But he—with Spock'® and Saun- 
ders*® concurring—further points out 
there is a concomitant increase in prob- 
lems for both the mother and the pro- 
selytizing physician. These authors 
question whether such proselytizing is 
worth the advantage to be gained. 

Furthermore, in contemplating Sal- 
ber’s hypothesis, the existence of a differ- 
ence in attitude toward breast feeding on 
the part of New England’s physicians, as 
contrasted to those in the West, would 


first have to. be postulated. Because 
specialization by physicians has _in- 
creased inversely in proportion to the 
reported decline in breast feeding, it 
might seem cogent to argue that the 
specialist’s attitude—in particular that 
of the obstetrician—has in some way 
been responsible. Pray, et al.,° and 
Hill*' have implied such a relationship. 
Granted this possibility and granted that 
obstetricians, as a group, do have a 
different—and more unfavorable—atti- 
tude toward breast feeding, that region 
of the country with the highest ratio of 
obstetricians to general practitioners 
should, according to the aforementioned 
hypothesis, have the least number of 
breast feeders. Quite the contrary is 
found in fact. The ratio is higher in the 
Mountain and Pacific States (1:7.5) 
than in New England (1:10.5).** 


Alternative Interpretations 

If the physician’s attitude is not the 
crucial factor in leading a given mother 
to breast or bottle feed, what is? In 
recent years, vicissitudes of mothers’ 
personality patterns have been indicted 
as primary. Deutsch, Kroger and Freed, 
and Newton have suggested that satis- 
factoriness of sex role adjustment on the 
part of the mother is an important in- 
fluence in determining her choice of 
feeding technic.** However, the con- 
trasts in incidence noted above would 
not support this factor as primary— 
unless, of course, it were conceded that, 
as groups, these women, differentiated 
solely by geographical location, differed 
by a factor of almost three in their satis- 
factoriness of adjustment to sex role. 
Levy** has reported that “rejecting” 
mothers tend to bottle feed, permitting 
the inference to be drawn that “non- 
rejecting” mothers tend to breast feed. If 
the characteristic of being either “reject- 
ing” or “nonrejecting” were accepted as 
primarily responsible, considerably more 
maternal rejection must occur in New 
England than in other parts of the 
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country—a condition not established by 
existing evidence. Furthermore, were 
the maternal personality primary in mo- 
tivating a specific choice of feeding 
technic, differences in personality de- 
velopment should be evident between 
breast-fed children and those who had 
been bottle fed during infancy. But 
Sears, et al.,’ in their studies on this 
point, were able to detect no such differ- 
ences, suggesting that the primacy of 
the maternal personality per se in mo- 
tivating a specific feeding choice should 
be suspect. 

On the other hand, both Senn*> and 
Anderson’ have implied, as have others 
before them, that complex forces in 
society—our cultural heritage (or lack 
of it)—have significant influence in 
leading a mother to a choice of feeding 
technic. Such forces are known to vary 
in their make-up in different sections of 
the country. In their more recent pub- 
lication, Salber and associates have in- 
dicted—apparently successfully—cultural 
forces and the emancipation of women as 
leading to contrasts in duration of breast 
feeding. A similar indictment would 
seem indicated with regard to initiation 
of breast feeding. 


Implications 


Obviously, personality pattern and 
cultural background are inextricably in- 
tertwined, affecting and being affected 
by each other. Even conceptually they 
are difficult to separate. However, all 
too often a given personality pattern is 
viewed out of the context of cultural 
factors, permitting misleading inferences 
to be drawn about the significance of a 
given observation. Increasingly, new 
‘mothers rely heavily on those outside 
their immediate family to acquire that 
degree of sophistication so necessary to 
attain a proper competitive and authori- 
tative status among their peers. At the 
time, tradition is “old- 
fashioned,” they understandably seek 
proof, advice, or evidence to support 


since 
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their undertaking any particular 
proach to child care. Unwittingly they 
are caught up in a turmoil of charges 
and countercharges at all levels of 
authority on the subject of ixfant feed- 
ing. That “rejecting” mothers refuse 
to breast feed or that the mother who 
does not desire to breast feed is “psy- 
chosomatically sick”*® connotes more 
than simple statements of alleged fact 
to bottle feeding mothers. Generaliza- 
tions, oversimplifications, and unwar- 
ranted extrapolations about breast feed- 
ing greet readers and listeners—and 
others—wherever they happen to turn. 
Rather than providing reliable informa- 
tion and guidance, many articles (and 
speakers) serve only to confuse while 
arousing anxiety and hostility. Those - 
not embracing breast feeding with un- 
questioning enthusiasm—and they rep- 
resent a sizable majority—may recog- 
nize, without undue effort, that their 
position is depicted as encouraging an 
eventual metamorphosis of society into 
that so vividly described by Aldous Hux- 
ley in “Brave New World.” We wish 
to make a plea for objective considera- 
tion of the possibility that a mother’s 
reply to the simple question “Breast or 
bottle?” may be totally lacking in im- 
plications as to her personality struc- 
ture. 


Summary and Conclusions 


Stimulated by the conflicting asser- 
tions and allegations found in the litera- 
ture, the author has analyzed data col- 
lected by mail questionnaire on the sub- 
ject of breast feeding. Factors associated 
with significant variations in incidence 
have been noted. Regional location of 
the maternal residence was found to be 
associated with the most significant 
variations. The incidence of the breast 
feeding in New England was 16 per 
cent; in the Mountain and Pacific States, 
14 per cent. Differences in social class 
and maternal parity were also associated 


with significant contrasts in incidence. 
Variation in maternal age, urban or 
rural residence, and whether the infant 
was under the care of a pediatrician or 
general practitioner did not correlate 
with significant differences in incidence 
of breast feeding at one week of age. 
It is concluded that a complex of cul- 
tural factors, rather than a particular 
personality pattern in the mother or the 
specific attitude of her attending physi- 
cian, is primary in influencing her 
choice of feeding technic. Certain im- 
plications attached to a mother’s de- 
cision “to nurse or not to nurse” need 
to be revised. 

Addendum—A second and _ identical 
survey was undertaken in November, 
1958, to investigate the possibility of 
seasonal variations in incidence. None 
was found. Eighty-five per cent of 
the 1,500 mothers sampled returned 
completed questionnaires. Twenty-nine 
per cent of their infants were either 
totally or partially breast fed at one 
week of age. Again, the lowest inci- 
dence was found in New England 
(84 per cent) and the highest in 
the Mountain and Pacific States (40.5 
per cent). Neither figure differs sig- 
nificantly from the figures reported 
above. At the same time the difference 
between them remains highly signifi- 
cant (p= <0.001). 
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The use of “cluster testing”’ in uncovering cases of syphilis is discussed 
clearly and vividly. In view of the revived interest in the problem 


of venereal disease, this presentation is timely. 


CLUSTER TESTING — A NEW DEVELOPMENT IN 


SYPHILIS CASE FINDING 


William J. Brown, M.D. 


ECENTLY a young man walked into 

the health department of a southern 
city and told the following story to the 
nurse on duty. He was from a small 
town in another state, and was traveling 
to Florida with three companions—two 
men and a woman. His father had 
talked to him on the telephone and had 
told him that a girl friend of his was 
being held in a local jail back home, that 
the girl had syphilis, and that the father 
had knowledge of sexual relations be- 
tween his son and the girl. At the 
father’s urging, the boy was seeking an 
examination. The people at the health 
department examined the youth and 
found that he had early infectious 
syphilis. 

The health department investigator 
was well aware of the newest develop- 
ment in syphilis case finding known as 
“cluster testing.” This case-finding 
technic is simply an extension of epi- 
demiology to include examination of 
two classes of associates. 

The health worker invited the lad’s 
companions—two of whom were teen- 
agers—to come into the clinic also for 
an examination. All of them were 
diagnosed as having infectious syphilis 
—their infections apparently stemming 
from the same source. 
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It then came to light that a second girl 
had been traveling in the party, and had 
left the group en route after a quarrel 
in another state. But before she left, she 
and her then-girl friend had “compared 
sores” which were very similar. The 
group had no idea of her present where- 
abouts. 

The picture was further complicated 
by the fact that the first boy in question 
admitted to being only one of a group 
of 35 who had had sexual relations with 
the home-town girl on the same evening 
when apparently he had become infected. 
State health authorities in three states 
were alerted to this set of circumstances. 
Dozens of persons were examined quickly 
and, where indicated, treated—many of 
them by their private physicians, many 
in public health clinics. 

This series of incidents serves par- 
tially to illustrate the modern approach 
to epidemiology. Time has long been 
considered a vital factor in controlling 
venereal disease, and new ways are 
always being sought to shorten the 
amount of time elapsing between infec- 
tion of an individual and his treatment, 
with the object of reducing as far as 
possible the number of opportunities for 
the disease to be transmitted to addi- 
tional persons. Unfortunately, the dis- 
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ease often travels as fast as or faster 
than the control machinery, and in 
certain circumstances constitutes a veri- 
table hydra. 

Until recently, those engaged in VD 
control depended on these three princi- 
pal methods of case finding: 

1. Education and information, resulting in a 
significant number of volunteers to clinics and 
doctors’ offices. 

2. Selective blood testing of various kinds, 
trying always to reduce the total number of 
blood tests while discovering higher per- 
centages of reactions. 

3. Contact tracing, by which infected pa- 
tients are asked to name those persons to 
whom they were exposed sexually since the 
beginning of the incubation period, up to the 
time when treatment renders them non- 
infectious. These “sex contacts” are then 
located, examined, and if necessary, treated. 


Annually, many thousands of persons 
walk into public clinics or the offices of 
private physicians, asking for a blood 
test for syphilis. Some of these are 
among the total 114,000 persons who are 
found infected and are reported. How 
many are found infected and are not 
reported we have no real way of know- 
ing. We do know, however, that only 
a small percentage of cases treated by 
private physicians are reported. 

Of the total group of syphilis patients 
reported, only about 6 per cent are 
diagnosed as having early infectious 
syphilis and are really suitable for case 
finding. The remainder no longer are 
infectious and their “contacts” are for 
the most part no longer traceable. While 
it is important to find these thousands 
of late cases and to treat them in order 
to avoid the crippling, blindness, and 
insanity which impend, still these people 
are almost valueless in case finding. 

Selective blood testing of one kind or 
another screens perhaps 700,000 persons 
every year and is instrumental in bring- 
ing about 12,500 syphilitics to treatment, 
of whom only about 450 have early 
infectious syphilis and are of value to 
case finding. 
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The third case-finding method com- 
monly in use necessarily involves the 
other two, and the reason is this. Given 
any particular case of early infectious 
syphilis, a good epidemiologist might 
conceivably trace out an epidemic pat- 
tern which looks something like the fol- 
lowing diagram: 


It will be noted that whereas the 
initial development follows a kind of 
geometric progression, there comes a 
time when the law of diminishing returns 
sets in. This is not to say that all re- 
lated cases have been found. (Because, 
of course, all existing cases are related, 
at least theoretically.) But it simply 
means that, because of time and geogra- 
phy, subsequent leads become increas- 
ingly obscure. Given one case or a 
thousand cases, contact tracing, if de- 
picted graphically, will follow this double 
pyramid pattern. So it is obvious that 
to continue contact tracing one mv~t de- 
pend on a steady though limited supply 
of early infectious cases brought to 
treatment—and attention—through the 
other two methods. 

However, contact tracing still is the 
most rewarding tool of case finding 
in that the group of persons brought to 
examination through this method yields 
by far the largest percentage of early 
infectious syphilis cases. 

In a sense, “cluster testing” is really 
an extension of contact tracing. It was 
long ago noted that certain patients, 
when approached by the venereal disease 
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investigator or the clinician, would offer 
the suggestion that: “You ought to have 
a look at Sam Jones, too. He’s got a 
bad rash just like mine.” Sometimes the 
health worker, on one pretext or another, 
did “have a look at Sam Jones, too.” 
Sometimes Sam had scabies. But some- 
times Sam had secondary syphilis. 

Then too, health workers noted that 
when certain girls came to clinics they 
brought along their girl friends “just 
for a checkup.” The same was ‘:ue 
with certain male cases. Frequently, 
these friends or associates were found 
infected also. The reason is simply that 
news of what might be called sexual 
availability travels fast in some circles. 
Further, the old adage “Birds of a 
feather flock together” cannot be totally 
discounted. 

Gradually, then, health workers in one 
southern state took these related bits of 
intelligence, and with the cement of en- 
thusiasm and a sense of mission, pieced 
together a new case-finding tool and 
called it “cluster testing.” With this 
term they agreed upon two others to 
describe persons who constitute a 
“cluster.” The terms are “suspect” and 
“associate.” Simply defined, a “suspect” 
is anyone other than a sex contact who 
the patient thinks might need a blood 
test. An “associate” may be a friend or 
social acquaintance who is named by or 
found in the company of sex contacts or 
“suspects.” 

Recently, we had in my office a young 
man who did much toward the develop- 
ment of cluster testing. Some of the 
persons present were frankly skeptical of 
the efficiency of this method of case find- 
ing and asked some rather probing 
questions. But I believe the following 
discussion between the visitor (we will 
call him Davis) and others present (let 
us call them Russell, Brink, Stokes, and 
Jones) will be found rewarding. 

Davis: Take, for example, a patient 
I'll call Jack Adams. That’s not his 


real name, but I think names are easier 
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to follow. I'd interviewed Jack, and 
persuaded him to name his sex contacts 
—or all he was going to name. And 
now I was ready to interview for suspects 
and associates. 

I said, “Jack, you know something 
about syphilis now, and what it can do 
to people. If you knew somebody else 
who had this disease you’d want to help 
him, I’m sure. You'd want him to get 
treatment, just like you're getting. 

“Now, do any of your friends, any of 
the guys you run around with, have 
a breaking-out, have sores on their 
privates? Do you know anybody, who 
for any reason might need a blood 
test?” 

Jack said, “Well, I’m not sure, mind 
you, but there is this one fellow you 
might oughta check on. His name’s 
Jackson. I don’t know what his first 
name is, but everybody calls him Duke. 
He spends a lot of time at the bar we go 
to over on 3rd Street—Bailey’s Bar and 
Grill.” 

This, then was our first suspect. And 
by the time I left Jack Adams, I had the 
names of three suspects—Duke Jackson 
and two others—another highly selec- 
tive list of people who also might be in- 
fected. And, as our records prove, in 
this way the chances of finding infec- 
tious syphilis can be almost doubled. 

Russet: Fred, you make this sound 
good, but aren’t you just giving the 
patient an “out?” It seems to me that 
you're letting him name as suspects 
people who could actually be sex con- 
tacts. Is clustering just an excuse for 
bad contact interviewing? 

Davis: Quite the contrary. Inter- 
viewing—really good interviewing—is 
the backbone of cluster testing. Bear 
in mind that we first get all contacts 
before looking for suspects and asso- 
ciates. I will admit that when we first 
started clustering, we anticipated a drop 
in lesion index* among contacts. It 


* Ratio of lesion cases discovered to in- 
fectious cases interviewed. 


hasn’t happened. In fact, there’s been 
a slight increase. So we certainly 
haven’t been missing any contacts be- 
cause of clustering that we would have 
got otherwise. 

Brink: Fred, how much additional 
time is required in interviewing the pa- 
tient to get him to name suspects, too? 

Davis: Only takes a few minutes, 
usually. Most of your work is already 
done. By the time you finish interview- 
ing for contacts, you've won the patient's 
confidence. 

Brink: All right. You've persuaded 
the patient to name his contacts and 
suspects. Now where do you go from 
there? 

Davis: We start locating and examin- 
ing the sex contacts. He didn’t know 
where all of them lived, but his leads 
helped me to locate them. 

Stokes: Did you find any infectious 
cases of syphilis among these contacts? 

Davis: Only one. She named two new 
contacts—both out of state. And if I 
had stopped there with contact investi- 
gation only, we would have found one 
new case, and that would have been the 
end of it. But I also tested eight as- 
sociates. Three of these I found by 
coincidence visiting in the home of a 
contact at the time I called. Incidentally 
—and this is important—I got a blood 
test on the spot from each of these 
associates. As it turned out, all but 
one were negative. But I still had the 
names of five associates to the contacts 
—plus the three suspects given by Jack 
Adams. 

Here were eight people in the same 
social group—their behavior following 
the same pattern. And, of course, eight 
possible infections. As it turned out, 
however, all but one suspect and one 
associate were negative. 

Jones: Can you require these suspects 
and associates to be tested? 

Davis: No. Blood tests on suspects 
and associates must be completely volun- 
tary. But let me emphasize here that 
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on-the-spot blood tests are important in 
clustering. If you don’t get a blood test 
at the first opportunity, you may never 
get it. 

Brink: Fred, how can you get the in- 
formation you want from suspects and 
associates without telling them who sent 
you, or where you got their names? 

Davis: Well, just as with any epi- 
demiology, you try to keep the business 
of who-named-whom out of the conversa- 
tion. That failing, you simply must rely 
on the usual explanation of confi- 
dentiality. Perhaps I can illustrate an 
approach to a person who is not a sex 
contact. When ! went out to talk to 
Duke Jackson—you remember he was 
one of the suspects named by Jack 
Adams—I knocked at the door and a 
young woman answered. I said: “Good 
evening. I’m Fred Davis with the 
county health department. May I come 
in and talk with you a few minutes?” 

She invited me in and offered me a 
seat. Then I said: “I take it you’re the 
lady of the house. Would you mind 
telling me your name?” She said “Dolly 
Jackson. Mrs. Duke Jackson. My hus- 
band’s not home from work yet.” I 
said: “Mrs. Jackson, as you probably 
know, we've been having some trouble 
with VD around here—syphilis. There 
may be just a couple of cases, maybe 
more. We're not sure. So we're offer- 
ing everybody a chance to have a blood 
test without having to come down to 
the health department. I'd be glad to 
give you one while I’m here. If there 
was anv chance that you had syphilis, 
you'd want to know about it, wouldn't 
you?” 

Of course, this may be oversimplifying 
a bit, but we did get a blood test from 
Dolly as an associate to Duke. And as 
it turned out, she had secondary syphilis. 

Jones: Well, then, what about Duke? 
Was his blood test positive? 

Davis: Strangely enough, no. A 
couple of days later, I talked to Duke 
and got a blood test, which came back 
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negative. As to what that proves, you 
can draw your own conclusions. 

Brink: Didn’t that suggest a closer 
relationship between Dolly and Jack 
Adams? 

Davis: It sure did, and it was the first 
indication I had that Jack Adams might 
have been holding out contacts. So at 
the first opportunity, I reinterviewed 
Jack Adams, and he finally admitted 
that Dolly Jackson was a contact, but 
he hadn’t named her because she was 
married. You understand this is a little 
unusual, but it does serve to show how 
cases of syphilis can be found indirectly 
by clustering that would have been 
missed by contact tracing alone. 

Russe: Fred, the way we're work- 
ing now, we're getting pretty good re- 
sults from patients of private physicians, 
and we'd hate to spoil it. How do the 
private physicians go along with cluster 
testing ? 

Davis: We've found that if you work 
with private physicians, theyll work 
with you. But you’ve got to explain your 
over-all VD control program §satis- 
factorily, and convince them that you 
won't violate the confidence of their 
patients. Once you've done this, you 
get some very valuable assistance, and 
you're able to do a better job of cluster- 
ing. 

Brink: Fred, I understand that some 
clusters start with a patient referred to 
you by a physician, or some other 
source. How do the rest of your clusters 
begin? 

Davis: Every new case of primary 
and secondary syphilis is the beginning 
of a new cluster—whether it comes from 
an outside source, or is found by cluster- 
ing. 

husseLL: Doesn't that lead to a lot 
of duplication? Don’t you end up with 
many of the same names in more than 
one cluster? 

Davis: No, we manage to keep dupli- 
cation of names to a minimum. As soon 
as we examined or blood tested the 
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people in the Jack Adams cluster, their 
names were automatically restricted from 
appearing in other clusters—unless they 
were named as sex contacts by a new 
patient. 

Brink: Fred, I count 16 people in the 
Adams cluster—the patient, four con- 
tacts, three suspects, and eight associates. 
Is that about an average number? 

Davis: The Adams cluster at this 
point was slightly less than the average 
which ranges from 25 to 30. However, 
I'd like to emphasize that you can’t 
shoot at any given number. We’ve had 
as few as five in a cluster and as many 
as, I think, 75. 

Jones: Is a small cluster an indication 
of poor investigation? 

Davis: Sometimes, but not always. 
Some cases just don’t make for cluster- 
ing, as for example, a patient from a 
distant health jurisdiction with only a 
casual contact. However, incomplete 
clusters can result from bad investiga- 
tion, and any investigator who con- 
sistently turns up with small clusters 
should be suspected of doing a poor job. 
On the other hand, unusually large 
clusters are nearly always unprofitable 
when time and effort expended are 
weighed against positive cases found. 

It’s generally true that the further you 
get from the original patient, the less 
likely you are to find syphilis. 

Brink: Fred, how do you end a 
cluster? 

Davis: Actually, Bob, it’s simply a 
matter of records. A cluster ends when 
all leads from the first contact to the last 
suspect or associate have been tested, and 
all records relating to the original pa- 
tient have been completed. 

Fred, you’ve indicated re- 
peatedly that cluster testing takes lots 
of time and effort; and apparently you 
have the personnel to handle it. But 
what about the one- and two-man units, 
and there are plenty of them. Wouldn’t 
they be defeated before they start, just 
wasting time even to attempt clustering? 
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Davis: Don, I'll be the first to agree 
that the larger the staff you have, the 
better job you can do in cluster testing 
or any other VD work. But some of 
these minimum staffed areas you men- 
tioned are getting excellent results by 
clustering. Now it may be that they are 
only doing partial clustering—say omit- 
ting associates, and checking only con- 
tacts and suspects. But even so, these 
minimum staffs are finding more syphilis 
by clustering than they were before by 
street-corner or house-to-house testing, 
or whatever method they were using. 

Brink: Fred, are you saying that 
cluster testing can replace selective blood 
testing entirely? 

Davis: Let me answer you this way. 
If several primary and secondary cases 
are in the same block or on the same 
street, as often happens, selective testing 
of contacts, suspects, and associates—or 
clustering—will lead you to them. Fur- 
ther it will lead you to other cases, per- 
haps across town, or even in another part 
of the state. But it can also lead you 
to an area where mass testing will pay 
off. We'd be missing a bet not to mass 
test at times—say when a bar or other 
“hangout” serves as a social center or 
meeting place for people in one or more 
clusters. Bailey’s Bar and Grill is a 
good example. Our investigations in the 
Adams cluster showed that Bailey’s was 
frequented by Jack Adams, Duke Jack- 
son, and at least three others in the 
same cluster. So we got Bailey’s permis- 
sion to set up for bluod testing between 
seven and nine o'clock one evening. We 
tried to get blood from everyone who 
came in the door. Naturally, we didn’t 
try to force anybody, and we missed a 
few. But our batting average was good. 
We got about 30 bloods. And that two 
hours’ work netted two new cases of in- 


fectious syphilis, and three cases of other 
syphilis. 

Brink: So this original patient, Jack 
Adams, led you to four new cases of in- 
fectious syphilis? 

Davis: That’s right. One was a 
named sex contact, one a suspect, one a 
suspect's associate (who proved to be a 
contact as well) and the two we four 
at Bailey’s could be called associates be- 
cause of their physical proximity to 
people in the cluster. 

Now we might have found all these 
cases by some other method, eventually, 
but by clustering we found them more 
quickly and with less wasted effort than 
by any other way I know of. 

Brink: Fred, before you go, will you 
summarize the basic principles of cluster- 
ing? 

Davis: I'll be glad to. First, you 
interview a patient, win his confidence, 
and get his sex contacts. Then ask him 
for suspects—people he thinks may need 
a blood test. Next, check all sex con- 
tacts named by the patient and try to 
pin down their associates. 

Then blood test each of these—on the 
spot if possible—at the first meeting. 

Work with private physicians, and get 
all the help you can from them. 

And when several members of a 
cluster lead you to a favorite hangout, 
try mass blood testing for bonus results. 
In conclusion, gentlemen, I would like 
to make one thing clear. If you don’t 
like to talk, talk, talk, don’t cluster. If you 
don’t like hard work and long hours, 
don’t cluster. But if you want to find 
and bring to treatment as many cases 
of syphilis as you possibly can, and 
don’t mind talking your head off, and 
working like the very devil, try cluster 
testing. It works! 


Dr. Brown is chief, Venereal Disease Branch, Communicable Disease Center, 


Atlanta, Ga. 
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EDITORIALS 


A Model Act for Registration 
of Sanitarians 


A the San Francisco meeting of the As- 
sociation, the Governing Council had 
before it a Proposed Model Act—Regis- 
tration of Sanitarians. The Engineering 
and Sanitation Section also considered 
the Proposed Act and recommended that 
it be published in the Journal for the 
information of the membership and for 
comment. The Governing Council took 
no further action pending publication, 
and the matter may come up for con- 
sideration this fall. 

The Proposed Model Act appears in 
this issue of the Journal (page 1061) and 
we urge all readers to examine it and to 
express such comments as are indicated. 
Two significant points may be men- 
tioned. On the one hand, the Proposed 
Act is a move to develop professional 
standards for a group which hitherto has 
not had them. This move is thus in line 
with the trend to set standards for a 
number of occupational groups in the 
health field. At the same time, such an 
action does have significance for admin- 
istrators who employ or will want to em- 
ploy sanitarians. The establishment of 
standards will very likely mean that they 
will be accepted for civil service ex- 
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aminations. In turn this may affect 
the availability of sanitarians. Yet the 
establishment of standards will also have 
an effect on the training and status of 
sanitarians. In short, a development of 
this kind involves a number of important 
issues that must be given serious con- 
sideration. 


New York State Advances 
Public Health 


7 last session of the New York State 
Legislature enacted and sent to Gov- 
ernor Rockefeller a bill giving a $37.5 
million pay raise to state employees. The 
measure had the Governor’s approval, 
having been developed under his guid- 
ance, and represents a giant stride for- 
ward in making state salaries compar- 
able with compensation in the private 
sector of the economy. A study of 
salaries in state government and in out- 
side employment was authorized last 
November by Governor Rockefeller and 
his personal interest and leadership have 
been evident at every stage in the shap- 
ing of the new salary program. 

The new salary plan is based on an 
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analysis of state and private salary 
schedules made at the direction of the 
Governor by the management consultant 
firm of McKinsey and Company. Mc- 
Kinsey’s findings were similar to those 
resulting from studies conducted by the 
New York State Division of the Budget 
and the Department of Civil Service. The 
total plan contains many unique and 
desirable features but perhaps most sig- 
nificant for the success of the programs 
of the Department of Health is the size 
of the increases at the upper levels and 
for all critically short professional cate- 
gories. The salary paid to statisticians, 
laboratory scientists, and others possess- 
ing a master’s degree has gone up from 
$4,988 to $5,620, a 12.7 per cent ad- 
vance; positions in Grade 23, a large 
class for professional positions, have in- 
creased by 15.5 per cent; and medical 
and bureau directors received 16.7 per 
cent. The new range of $18,630 to 
$21,485 for assistant commissioners, the 
salary of $22,000 and $22,700 for the 
deputy commissioners, and $25,480 for 
the commissioner of health (to be raised 


to $27,500 in 1962) will be helpful in 


attracting physicians to a career in 
public health as well as encouraging the 
more able young to continue their 
careers in public health. 

In announcing the proposal, Governor 
Rockefeller commented that the increase 
would provide half the amount “recom- 
mended by consultant’s for the State’s 
civil servants in the highest grades.” 
There is reason to hope that the remain- 
ing disparity between state salaries and 
outside salaries will soon be corrected. 
The support of professional and citizen 
groups for the Governor's salary pro- 
gram has been a demonstration of the 
strong desire of these groups for the 
highest possible competence in those per- 
forming public services. 

Public health people throughout the 
country will be heartened by the bold 
demonstration of progressive manage- 
ment which New York State has pro- 
vided, and will undoubtedly wish to 
learn how the new type of salary scale 
was developed. Under this plan the 
citizens, including the public health em- 
ployees themselves, will get more for 
their tax dollars. 
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To THE Epitor: 


Research in a Local Health Department 


Oftentimes we think that the term 
research implies exhaustive laboratory 
procedures involving months or years. 
However, I would like to use the word in 
the sense that it is a studious inquiry 
and does not necessarily require special 
apparatus and facilities. I believe the 
inquiring mind must be the first tool in 
any research project. If this is true, 
then the local health department stands 
in an excellent position to carry on many 


projects. the results of which can be far- 
reaching. 

While the prime responsibility of a 
health department—preventing disease, 
prolonging life, and promoting physical 
and mental efficiency—remains_ un- 
changed, the means by which it dis- 
charges this responsibility has changed. 
Of course we have too many of the pre- 
ventable communicable diseases and we 
must continue to strive for a 100 per 
cent inoculation goal. The effort ex- 
pended to attain this goal does not need 
to be as great as it has been in years 
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past. More effort can be directed to 
other public health problems of im- 
portance. For example, there are as 
many suicides in my state as there are 
deaths from all communicable diseases 
and there are approximately twice as 
many traffic deaths. I cannot help but 
feel that the local health department 
must reorient its responsibility to the 
community and the channels it uses to 
discharge this responsibility. 

The full-time health department with 
which I am associated is relatively small; 
the county it serves has a population of 
slightly over 106,000. This department 
has the usual organization of Vital 
Records, Environmental Sanitation and 
Nursing Sections. In addition it provides 
public health experiences for a collegiate 
school of nursing; it is hoped this pro- 
gram will receive accreditation before 
long. This county enjoys a good balance 
between farming—it is the largest dairy- 
ing county in Indiana—and a very stable 
industry. I think it could be called a 
more or less typical midwestern com- 
munity. 

Since I believe education is the best 
way to carry on health activities, it 
naturally follows that it is necessary to 
define the problems: the who, what, 
where, when, and why. In other words, 
the inquiring mind must have a desire 
to define the questions and then make 
an effort to find the answers. This 
process cannot stop here, should the 
answers be found; the information 
gained must be passed on to the general 
public. This, then, is what I consider 
to be research in a local health depart- 
ment. The remainder of this discussion 
will be devoted to what one such depart- 
ment has done in determining the ques- 
tions and obtaining some of the answers. 

The Indiana State Police has been 
active for many years in collecting medi- 
cal data on people injured in traffic acci- 
dents. This project is carried on at 
present by the Auto Crash Injury Re- 
search (ACIR) of Cornell University 
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Medical College. Our health department 
has been active in two ACIR Projects; 
one involving traffic injuries and deaths 
in a seven-county area, and the second 
covering the entire length of the Indiana 
Toll Road. Medical forms are collected 
from the many hospitals serving the area 
under study; these forms are sent to 
Cornell University for further study. We 
cannot hope to see marked local results 
of our efforts in these projects; however, 
we believe we have contributed to the 
over-all efforts of the ACIR program. 

We have worked on two interrelated 
projects that have had beneficial results. 
The first was a study of home accidents. 
In conjunction with the local hospital in- 
formation was gathered on accidents 
that were of enough severity to require 
treatment in the emergency room. The 
data obtained were not unlike those 
seen in other areas. However, this study 
had two primary advantages. Not too 
much was known about nonfatal home 
accidents in this state and local informa- 
tion is more meaningful than that ob- 
tained elsewhere. This local informa- 
tion can be used in various types of 
educational programs. 

Each of the general hospitals in our 
county has a Poison Control Center. The 
nurses of our health department make 
home visits on all cases treated at these 
centers except the intentional ingestions. 
Because these are usually associated with 
emotional or psychiatric difficulties we 
feel a home visit might interfere with the 
treatment being given by the family 
physician and/or the psychiatrist. These 
cases are studied through confidential 
communication with the physician. Not 
only does the nurse complete the USPHS 
Poisoning Form but she also has the op- 
portunity to discuss other accident areas 
in the home, the value of regular medi- 
cal and dental checkups and especially 
the value of immunizations. The com- 
pleted forms are sent to the National 
Clearinghouse for Poison Control Cen- 
ters. The information we have gathered 
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differs little from that published by the 
USPHS; but here again we have grass- 
roots data that can be meaningful to 
every family in our community. We 
believe the efforts of the practicing 
physicians, the information media, and 
the health department have done much 
in making the community aware of ac- 
cidental poisoning in young children. 
We have noted a marked decrease in this 
dangerous problem. Personnel of the 
health department give talks before 
Parent-Teacher and other service groups. 
One such talk has been called “Kids Eat 
the Darnedest Things.” Our department 
also sends poisoning “Do’s and Don’ts” 
to every parent in the county whose 
child has attained his first birthday. 

Since this is a large dairying county, 
we realized there was a danger that our 
Grade A milk might be contaminated 
with penicillin that had been used in 
the treatment of mastitis. Approximately 
two years ago we conducted a pilot study 
on this subject. It was found that quite 
a percentage of our milk did contain 
demonstrable amounts of this antibiotic. 
An educational program for the pro- 
ducers and processors has had excellent 
results. At present we test for anti- 
biotics each time we run the tests re- 
quired by the USPHS Grade A Milk 
Ordinance and Code—four times each 
six months. 

Our latest project, which will be in 
operation shortly, is phenylketonuria de- 
tection in the newborn. Our health de- 
partment is in an excellent position to 
carry on this project because it sends to 
the parents of newborns a_compli- 
mentary copy of the birth certificate 
along with certain health information. 
In cooperation with the manufacturer 
of Phenistix, a PKU kit will be included. 
We have set up a system to check the re- 
sults of the tests conducted by the 
parents and to follow up on those parents 
not replying to the initial request. It is 
of interest to note that the last State 
Legislature has directed the State Board 


of Health to initiate an educational pro- 
gram for the medical profession and to 
set up a PKU register. 

It appears to me that any local health 
department has the facilities to carry on 
research projects similar to the fore- 
going. Surely home accident preven- 
tion, and especially the prevention of 
poisoning in young children, can and 
should be a major program everywhere. 
I believe there must be a continuing re- 
appraisal of the work of the health de- 
partment. Funds and personnel must 
be used in such a manner that the maxi- 
mum dividends can be given the com- 
munity. 


Paut H. Martin, M.D., F.A.P.H.A. 
Commissioner of Health, Elkhart County 
Health Unit, Elkhart, Ind. 


To THE EpiTor: 


Malaria in the West Indies: A Comment 

Dr. Uttley’s discussion of epidemi- 
ology and mortality of malaria in 
Antigua in the April issue* states inter 
alia that the rate (of malaria mortality) 
is still very high in Grenada and St. 
Lucia, and that “it needs merely some 
slackening of effort on the part of the 
antimalaria gangs, combined with the 
arrival of an imported mild case of 
malaria, to precipitate a fresh epi; 
demic.” Since malaria eradication is 
a dynamic activity and the most recent 
source cited in Dr. Uttley’s bibliogra- 
phy dates from 1956, it may be useful 
to bring the record up to date. 

A malaria eradication campaign, 
based on residual house spraying, was 
launched in Grenada in February, 1957. 
The last case of malaria was found 
in March, 1959. Spraying was sus- 
pended in January, 1961. Continued 
sampling of the population originally 


° Uttley, K. H. Epidemiology and Mortality 
of Malaria in Antigua, BWI, 1857-1956. 
A.J.P.H. 51,4:577-585 (Apr.), 1961 
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at risk at a rate of about 25 per cent 
yearly has not turned up an additional 
case to date, and it can be concluded 
that the chain of transmission was 
effectively broken. The public health 
authorities of Grenada are continuing 
their case-finding activities as part of 
the “consolidation phase” of the eradi- 
cation campaign. 

The story in St. Lucia is similar. 
The attack on malaria began in Janu- 
ary, 1956, the last case of malaria was 
found in June, 1959, and spraying was 
suspended in September, 1959. Con- 
tinued sampling of the population has 
not turned up an additional case to date. 

In Jamaica and Trinidad spraying has 
already been suspended in some areas 
and prospects for total eradication of 
the disease are good. 

Malaria eradication campaigns are 
aimed at the parasite and not the 
vector, and some degree of “anophelism 
without malaria” like the condition that 
now prevails in Antigua can be ex- 
pected after a successful campaign. On 
the Caribbean islands, it is relatively 
easy to trace imported cases since the 
ports of entry are limited in number 
and the public health authorities are 
alert to the danger. Where there is 
good public health practice, tracing and 
treating imported cases raise no special 
problems. Radical cure, depending on 
the species of parasite, can almost al- 
ways be obtained by use of the 4- and 
8-aminoquinolines. 

An epidemic outbreak of malaria, in 
any case, depends on the association of 
a number of conditions. The imported 
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case must not only be malaria (whether 
mild or severe) but must have viable 
gametocytes, must be bitten by a vector 
mosquito who then survives the two- 
or three-week sexual reproduction cycle 
of the parasite and subsequently bites 
a human being. The anopheline density 
and man-biting rates must be such as 
to favor the rapid spread of the dis- 
ease. Public health practice must be 
such that the imported case and subse- 
quent cases are not identified and treated 
in time. This conjunction of circum- 
stances, fortunately, is extremely rare. 

Finally, a word about mortality may 
be in order. Attribution of malaria as 
a cause of death is more difficult than 
demonstration of parasites in the blood 
of a living person. The presence of 
malarial pigment in the liver on autopsy, 
for example, may be due to an infection 
which had run its course years before. 
Fatal cases of falciparum malaria can 
often be identified through microscopic 
examination of brain sections, but this 
technic, like liver examination, is un- 
likely to be utilized routinely. In ad- 
dition, since the case fatality rate is 
quite variable, not only as between P. 
vivax, P. falciparum, and P. malariae 
but within the group of falciparum cases, 
it would appear that the correlation of 
causal factors and morbidity (an index 
of new infections, in particular) would 
be more revealing than the correlation 
with mortality. 


Dr. A. Peter RupeERMAN 
Malaria Statistician, Pan American Sanitary 
Bureau, Washington, D. C. 


Journals Wanted 


If there are any readers who have no further need of their October, 1960, 
Journals, the Association would be grateful if these would be mailed to Association 
headquarters at 1790 Broadway, New York 19, N. Y. 
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CRITERIA FOR THE SELECTION OF GERMICIDES 


Laboratory Section 


itH the emergence of antibiotic 
parame bacteria, the use of chemi- 
cal germicides has received renewed at- 
tention. The selection of such agents for 
particular uses, however, presents difhi- 
cult problems because both laboratory 
methods and field evaluation procedures 
are necessary to measure results to be 
expected and actually obtained. The 
selection of effective agents has been 
complicated further by overenthusiastic 
claims of sales and advertising staffs 
and by the scarcity of qualified person- 
nel sufficiently interested and informed 
to evaluate the multitudinous products 
showered upon the market. 

The Committee on Antimicrobial 
Agents (Disinfectants) is responsible for 
proposing to the Laboratory Section 
procedures and criteria which the Ameri- 
can Public Health Association can recom- 
mend to manufacturers, users, and sani- 
tation control agencies as the basis for 
compounding, selecting, and evaluating 
germicidal products. This report out- 
lines the viewpoints and objectives of the 
committee in approaching its responsi- 
bilities. In particular, it sets forth 
criteria for screening germicides and 
evaluating their performance in use. 

The name of the committee includes 
the word “Antimicrobial” which implies 
all types of agents antagonistic to micro- 
organisms. This report and the initial 
activities of the committee will be limited 
to chemicals marketed in liquid, gaseous, 
soluble solid, spray, and pressurized 
spray form. These agents are known by 
a number of terms including disinfectant, 
sanitizer, antiseptic, germicide, bacteri- 
cide, fungicide, virucide, sporicide, and 
similar words which include the suffix 
-cide. These terms are defined in the 
literature’ to which the reader is referred 
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for comprehensive background informa- 
tion and bibliography too extensive for 
inclusion in this report. 

Some germicidal agents are combined 
with detergents and marketed as deter- 
gent-disinfectants or detergent-sanitizers. 
Such products, involving both physical 
removal and chemical destruction of the 
microbiological flora, should be con- 
sidered from both points of view by the 
user. It makes little difference if micro- 
organisms are removed from the en- 
vironment while still viable or if they 
are left in the environment in a non- 
viable condition. Products must be 
judged separately for their ability to 
suppress viable organisms and for their 
ability as cleaning agents. It should be 
remembered that although the use of a 
disinfectant is usually more efficient after 
the cleaning procedure has been com- 
pleted, certain advantages, such as sav- 
ing in labor costs, may accrue if a 
product provides both cleansing and 
antimicrobial action. 

The word disinfectant or other words 
denoting germicidal action should not 
be confused with the words deodorant 
or deodorizer as is sometimes done on 
labels and in advertising since the term 
disinfectant involves the killing of micro- 
organisms while the other terms involve 
the removal of odors by cleaning or by 
masking objectionable odors with a 
highly scented material. However, the 
use of a germicidal agent to destroy 
putrefactive organisms may often be the 
most effective means of controlling 
odors. 

The purchaser must know the use 
which he intends to make of the product, 
as no one material can be equally effec- 
tive against all microorganisms in all 


situations. A product to be used in the 
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laundry might require different prop- 
erties from one suitable for the disinfec- 
tion of water, the sanitization of food 
equipment, or the decontamination of air 
ducts and filters. In any case, the 
product with the widest spectrum of anti- 
microbial effectiveness would offer the 
greatest safety, other factors being equal. 

Since each product offered on the 
market as a germicide is affected in use 
by various factors, including human 
error, time of contact, condition and 
nature of surface, humidity, concentra- 
tion, dirt, organic matter, temperature, 
pH, mineral content of the water, and so 
forth, its selection and ultimate applica- 
tion should be under the supervision of a 
technically trained and competent indi- 
vidual. The responsible person should 
be a part of or closely allied to the pro- 
fessional staff and should receive the 
active support of management. The 
rather common practice of leaving the 
selection of germicidal materials to jani- 
torial workers or prrchasing agents 
should be eliminated. This responsibility 
in the hands of a competent person 
would minimize the effect of extravagant 
sales appeal to persons unqualified to 
evaluate the many factors involved in 
the selection and use of a germicidal 
product. 

After 
termined precisely what is to be accom- 
plished by the use of a germicide, he 
must select an appropriate product. The 
selection resolves itself into two phases: 
first, the preliminary screening phase 
based upon information available to him 
from the manufacturer or other reliable 
sources and possibly upon tests per- 
formed under his supervision; and 
second, the performance evaluation phase 
encompassing procedures and standards 
by which he may measure and monitor 
effectiveness under use conditions, These 
criteria are equally applicable by the 
manufacturer who wishes to formulate 
an acceptable germicide. 


a prospective user has de- 
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|. Screening Phase 


The manufacturer may furnish all 
the information necessary in the screen- 
ing phase on the label of the container 
and amplified in supporting literature. 
The following information, partially out- 
lined in the literature,? should be in- 
cluded: 

A. Identification of product 

B. Registration information 

C. Directions for use 

D. Proof of germicidal potency 

E. Major pathogens not subject to product 
action 

F. Information on safety 

G. Use characteristics 


A. Identification of Product 

Distinctive Brand Name—Since many 
good products are known by brand 
names rather than by chemical composi- 
tions, such usage has definite sales value 
and serves conveniently to identify a 
product. Multiple use of a brand name 
for different products intended for sani- 
tation purposes, for example detergent 
and disinfectant, without clear differ- 
entiation causes unnecessary confusion 
among purchasers. Likewise, changes in 
composition of products sold under es- 
tablished brand names may be mislead- 
ing. 

Identification of Type of Product— 
Descriptive words indicating the _pri- 
mary use for which the product is recom- 
mended should appear in a conspicuous 
place on the label. Since no one ma- 
terial can serve all sanitation purposes, 
the manufacturer should clearly state on 
the label that the product is a disin- 
fectant, a sanitizer, a detergent-disin- 
fectant, a deodorizer, or other category. 

If the product is primarily a general 
hospital disinfectant, such uses as de- 
tergency, deodorization, or antisepsis 
should be mentioned only in a clear and 
appropriate manner and not confused 
with the primary use. 

Name and Address of Manufacturer— 
The mutual advantages of the appear- 
ance of the name and address of the 
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manufacturer on the label appear 
obvious since the prospective customer 
ean scarcely be expected to have con- 
fidence in a product with which the 
manufacturer does not identify himself. 
Listing of Ingredients by Chemical 
Composition and Percentage Composi- 
tion—Only when the quantitative chemi- 
cal composition, including both active 
and inert ingredients, is available can 
an intelligent assessment be made of 
the product’s effectiveness, safety, and 
response to various conditions of use. 


B. Registration Information 


Although germicides entered in inter- 
state commerce must be registered with 
the U. S. Department of Agriculture 
under the provisions of the Federal In- 
secticide, Fungicide and Rodenticide 
Act, products may be compounded 
within some states to meet bid specifi- 
cations without sufficient time or evalua- 
tion to be registered or, for that matter, 
even to have a label printed for inspec- 
tion. Such registration fixes responsi- 
bility under the act for any claims made 
on the label or in supporting printed ma- 
terial. The purchaser may demand proof 
of registration but this fact and the sig- 
nificance of registration are not always 
known to personnel selecting the product. 
The committee recommends that the 
Federal Insecticide, Fungicide and Ro- 
denticide Act be amended to require a 
statement on the label of the registration 
status with the U. S. Department of Agri- 
culture and that this information and the 
registration number be prerequisites to 
consideration for purchase. 


C. Directions for Use 


Clearly understandable directions for 
making and applying the recommended 
use dilutions should be a conspicuous 
part of the label. The dilution recom- 
mended for the purpose for which the 
germicide is sold should be effective 
against the spectrum of pathogenic 
microorganisms usually expected to 


Notable 
contraindications to use, such as water 
hardness or excessive organic matter, 
should also be included. 


occur in that use situation. 


D. Proof of Germicidal Potency 


The label or supporting printed ma- 
terial should state clearly the basis upon 
which germicidal claims are made. 
Usually such information will include 
the results of germicidal tests which in- 
dicate the conditions under which 
selected organisms will be destroyed by 
the product when tested in the labora- 
tory. Since germicides are se!dom 
called upon to kill pathogenic organisms 
unprotected by organic matter and in 
pure cultures, additional factors may be 
introduced to simulate conditions of use. 

Laboratory tests are available which 
can be used as screening procedures to 
eliminate materials or products that 
show little or no promise as practical 
germicides. It is a generally accepted 
premise that materia!s which do not 
destroy organisms in the laboratory will 
not efficiently do so under the severe 
conditions of use. 

Because destruction of microorganisms 
is the required effect, it is necessary to 
show that the action of a compound at its 
recommended concentration is bacterici- 
dal rather than merely bacteriostatic. 
This has been attempted with more or 
less success by dilution or the addition 
of neutralizing substances to the test 
organisms after exposure. This com- 
mittee proposes that formulations which 
are primarily bacteriostatic in recom- 
mended use dilutions not be considered 
as germicides. 

The tests used routinely by govern- 
mental control agencies and published 
in the Official Methods of Analysis of the 
Association of Official Agricultural 
Chemists* do not appear in literature 
which is readily available to medical and 
sanitary personnel. Tests published in 


the current edition include the follow- 
ing: 


VOL. 51, NO. 7, A.J.P.H. 


. 


CRITERIA FOR THE SELECTION OF GERMICIDES 


Phenol Coefficient—Offcial 

Use—Dilution Method—Official 

Available Chlorine Germicidal 
Concentration—Official 

Sporicidal Test—Official 

Fungicidal Test—Official 

Germicidal and Detergent Sanitizers Test— 
Official (Chambers ) 


Equivalent 


It should be pointed out that the pub- 
lished recommendation of methods by 
recognized professional organizations 
confers upon them at least a quasi-legal 
status. The suggestion is therefore made 
that the above mentioned tests, along 
with other procedures of use in the 
evaluation of germicides, be brought 
together and published by this commit- 
tee in a form more generally available 
to public health workers. 

If comparable and meaningful results 
on germicidal agents are to be available, 
it is necessary that the selected tests be 
followed exactly. Since there is no single 
test which will indicate the efficiency of 
all products against all organisms, ap- 
propriate tests must be selected to fit the 
situation at hand. Under no circum- 
stances, however, should the evaluating 
agency accept as proof of efficiency tests 
or modifications of tests selected only for 
the favorable results obtained with a 
given procedure. The committee would 
welcome suggestions regarding the se- 
lection of the combination of tests which 
will give most usable results for the 
effort expended. 

The laboratory procedure most widely 
used and which has attained nearest to 
“standard test” status for liquid products 
is the phenol coefficient test. The test 
affords a rapid and easy method for de- 
termini:\; whether a water soluble prepa- 
ration possesses bactericidal effect or is 
completely devoid of such properties. 
This test was devised originally to com- 
pare the activity of an unknown material 
with that of phenol against Salmonella 
typhosa and arrive at a use dilution with 
a wide margin of safety. An early modi- 
fication was the substitution of Staphylo- 
coccus aureus as the test organism for 
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the testing of antiseptics. More recently 
this modification was found to be im- 
portant in testing disinfectants, since 
certain chemicals are more effective 
against the Gram-negative organisms 
than against Gram-positive cocci and vice 
versa. 

Later, it was found that the use dilu- 
tions of some products derived from 
their phenol coefficient data were less 
effective than anticipated. The AOAC 
“Use Dilution Test” using dried cultures 
of Salmonella choleraesuis on stainless 
steel cylinders was devised in an attempt 
to elminiate misleading results. S. aureus 
is also used as a test organism to simu- 
late conditions encountered in hospitals 
or where pyogenic cocci are present. 

The phenol coefficient test has been 
adapted to tests with the pathogenic 
molds and published as an AOAC 
method. It has also been modified for 
testing against Mycobacterium tuber- 
culosis. 

Many tests have been devised to evalu- 
ate the probable action of products on 
floors and other surfaces. Each method 
gives valuable information but each has 
failed to achieve the status of a “stand- 
ard test” largely because of the many 
variables involved in actual disinfection. 

Tests have been devised for special 
purposes. The sporicidal test devised 
for the evaluation of products proposed 
for use in the chemical sterilization of 
instruments has been published as an 
AOAC method. The Chambers modifi- 
cation of the Weber and Black test has 
attained considerable acceptance for use 
in evaluating sanitizers to be used in 
connection with surfaces which come 
into contact with foods. This test also 
has value in the laboratory screening of 
liquid germicidal agents generally. 

Because of limited testing of chemi- 
cals as virucides and the great differ- 
ences among viruses and between viruses 
and bacteria, the best that can be said 
about a product is that it destroys a 
given virus or a number of viruses under 
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defined conditions. Consequently, no 
general conclusions can be drawn as to 
the virucidal effectiveness of most 
products from the testing which has 
been done against bacteria or the lim- 
ited testing against viruses. 

Improved tests for “self-disinfecting” 
surfaces may serve to rule out as ineffec- 
tive many products for which extrava- 
gant claims have been made. Because 
of the recent appearance of many 
products with germicidal claims dis- 
pensed in spray or pressurized spray 
form, work is needed to evaluate them. 
Tests for evaluating the killing effect of 
gases in closed spaces have been quite 
successful. 


E. Major Pathogens Not Subject to 

Product Action 

Since some germicidal compounds are 
effective against most microorganisms 
but not against certain groups, any 
major pathogens not killed under the 
recommended use concentrations should 


be listed. 


F. Information on Safety 


By their very nature concentrated 
germicides are potentially toxic, but the 
character and extent of toxicity vary 
widely with different compounds. Safe 
use of these products depends upon a 
knowledge of their ingredients and upon 
an understanding of their pharmacologi- 
cal properties. Where germicidal treat- 
ments leave residues with which man 
may come in oontact, they must be re- 
moved by rinsing, vaporization, or other 
methods unless it can be demonstrated 
that they cause no adverse effects on 
man of an acute or chronic nature. 
Where foods entering interstate gom- 
merce are involved, germicidal residues 
may constitute adulteration within the 
meaning of the Federal Food, Drug and 
Cosmetic Act. In the interest of safety 
for both the sanitation employee and the 
public, germicides should be evaluated 
with respect to irritancy, acute toxicity, 
and chronic toxicity. Because germicidal 


chemicals differ in mode and site of 
action, extent of absorption, and period 
of retention in the body, safe levels are 
usually determined by expert evaluation 
of toxicological studies on individual 
products, rather than by compliance with 
general criteria. Information of the fol- 
lowing types is required for such evalua- 
tive studies. 

Irritancy and Allergenic Responses— 
In addition to any evidence available 
from prior human experience with a par- 
ticular chemical, the minimum concen- 
tration causing irritation on the skin of 
closely clipped adult albino rabbits is 
determined and efforts are made to sensi- 
tize guinea pigs. Even infrequent in- 
stances of severe skin irritation or al- 
lergic responses in man, resulting from 
recommended use dilutions of a germi- 
cide, may warrant discontinuing its use. 
In the case of new products, anaphylaxis 
in the guinea pig or skin irritation in the 
rabbit greater than that shown by a 1 
per cent aqueous solution of Liquor 
Cresolis Saponatus NF IX may be used 
to screen out objectionable compounds. 

Acute Toxicity—It is necessary to de- 
termine the oral LD5o (single dose kill- 
ing 50 per cent of animals) for several 
species, such as mice, rats, and guinea 
pigs. When the germicide consists of a 
mixture of substances, the entire mixture 
should be tested. An LDs5o of less than 
5,000 milligrams per kilogram of body 
weight indicates that the compound may 
be hazardous if consumed accidentally 
in large amounts. Intravenous injections 
of animals may also be used to study 
mechanism and site of action associated 
with acute toxicity. 

Subacute and Chronic Toxicity—Two 
types of tests are generally used for the 
study of chronic toxicity. One consists 
of feeding groups of rats and dogs for 
from 30 to 90 days at levels up to the 
highest tolerable concentration. The 
other involves feeding groups of rats, 
dogs, and/or monkeys for from one to 
two years at levels chosen on the basis of 
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the first test. Typically, chronic toxicity 
tests are designed to provide the follow- 
ing feeding regimens: (a) control, re- 
ceiving no product; (b) a level showing 
no effect in the 30-90 day test; (c) 100 
times the concentration expected to be 
encountered under practical conditions; 
(d) a higher “intermediate” level; and 
(e) the maximum concentration toler- 
ated. Multiple observations are made on 
these animals which require expert 
evaluation. If the biochemical tests, 
weight measmrements, and other observa- 
tions fall into a recognizable pattern 
characteristic of well known compounds, 
the determination of safe tolerances may 
be relatively straightforward; but when 
evidence of carcinogenicity, reproduc- 
tive impairment, or other complex phe- 
nomena are encountered, the problem 
-may become extremely difficult. Prefer- 
ence in the selection of germicides is 
usually given to compounds showing the 
‘least tendency to induce chronic ab- 
normalities. 


G. Use Characteristics 


Chemical Properties—The product 
must not lose its germicidal potency by 
chemical reaction with substances in the 
water with which it is to be diluted in 
use. Any adverse effect of salts and pH 
must be known and allowance made, if 
necessary, either by changing to a 
product not so affected or by increasing 
the concentration of the product at hand. 

Also, the effect of organic material 
must be considered. A product may be 
useful as a sanitizer on clean surfaces 
but entirely unsatisfactory on a floor 
where considerable organic matter is 
present. 

Solubility—When mixed with tap 
water according to directions, the 
product should produce satisfactory solu- 
tions or emulsions. 

Stability—The product as purchased 
should maintain its germicidal properties 
undiminished after storage for at least 
one year. 
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Odor—The diluted solution should 
have no odor or one acceptable under 
conditions of use. 

Effect on Surfaces—Continued use of 
germicide according to directions should 
not decrease conductivity of flooring, or 
damage surfaces of metals, ceramics, 
plastics, flooring, or other objects to 
which it may be applied. 


Il. Performance Evaluation Phase 


In many localities, the use of germi- 
cidal agents in connection with water 
purification and food sanitation is regu- 
lated by ordinances and codes requiring 
that cleaned and sanitized surfaces be 
monitored bacteriologically. Also, much 
help in determining the life of a solution, 
and thus its value, may be furnished by 
a practical chemical field test which will 
indicate the concentration of the active 
ingredient present. Satisfactory field 
tests are available for some types of 
germicides and should, if possible, be 
provided for all new products. 

The committee recommends that every 
available effort be made to evaluate the 
germicide in actual use. Any reduction 
in microbiological flora obviously will be 
a combination of technics including the 
germicidal procedures instituted. If the 
value of the germicide is to be known, it 
must, therefore, be evaluated separately. 

To test satisfactorily the value of a 
germicide in use, the treated areas must 
be evaluated bacteriologically (1) before 
use of the candidate germicide is begun 
but after all other known related vari- 
ables such as air, masks, human activity, 
and so forth, have been standardized; 
and (2) after the disinfectant has been 
put into use, 

The use of a germicidal agent is based 
on the premise that soap and water 
cleanliness either does not go far enough 
or is too difficult to apply effectively. 
Unless the effect of the germicide is de- 
termined and monitored, its incorpora- 
tion into a housekeeping program may 
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be useless because of the unjustified ex- 
penditure and the false sense of security 
which is engendered. Information ob- 
tained by bacteriological monitoring will 
also determine the frequency with which 
the agent must be applied. A residual 
germicide having active germicidal prop- 
erties over periods of days or weeks 
would be highly desirable. Such a 
germicide however must come in contact 
with organisms. This is possible only in 
areas of medium to high humidity—a 
condition not always present—or by use 
of volatile agents—a condition not com- 
patible with extended residual action. 
Thus, claims for extended residual action 
by a germicide should be checked most 
thoroughly. 

Similar to the accepted significance of 
numbers of bacteria on surfaces in con- 
tact with food and water as indications 
of good sanitary practice would be stand- 
ards for the bacteriological cleanliness 
of surfaces and air in various hospital 
areas. Some such standards have been 
proposed, but they cannot be accepted 
until a relationship can be established 
between the number of bacteria in the 
environment and the resultant infection 
rate. Until such standards can be estab- 
lished and validated, a reduction in total 
and in pathogenic bacteria to levels sig- 
nificantly lower than would be the case 
without its use is a logical justification 
for the use of a germicide. For those 
situations in which a comprehensive 
study is not feasible, a program based 
upon the results of other studies with a 
given germicidal agent by competent in- 
vestigators would be second best. 


Summary 


This committee strongly recommends 
careful selection of germicidal agents in 
institutions or other establishments where 


sanitation is important. This evaluation 
resolves itself into two phases involving 
the following considerations: 


1. Screening Phase 


A. Identification of product 
1. Distinctive brand name 
2. Identification of type of product 
3. Name and address of manufacturer 
4. Listing of ingredients by percentage 
chemical composition 
B. Registration information 
C. Directions for use 
D. Proof of germicidal potency 
E. Major pathogens not subject to product 
action 
F. Information on safety 
G. Use characteristics 


2. Performance Evaluation Phase 


The evaluation of the performance of a 
germicide should include bacteriological moni- 
toring of surfaces and spaces involved with 
final selection of a usable germicide based 
upon satisfactory performance under condi- 
tions of actual use. 


The committee further recommends 
that germicidal tests and use perform- 
ance evaluation procedures be assembled 
in a form more readily available to 
health workers as well as to manufactur- 
ers of germicidal products. 
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PROPOSED MODEL ACT* 


Registration of Sanitarians 


An act relating to the preservation and protection of the public health and 
providing for the registration of Sanitarians and Sanitarians-in-training; providing 
for the establishment of a Board of Registration and prescribing its powers, duties 
and functions; dealing with qualifications, appointment, removal, compensation, 
and expenses of members thereof; providing for qualifications, examinations, and 
registration of Sanitarians and Sanitarians-in-training; and for issuance, renewal, 
and reinstatement of certificates of registration; and fixing fees therefore; authoriz- 
ing revocation of certificates; providing for expenditures of funds collected under 
provision of this act; fixing purposes for which such funds may be used; and pro- 
viding a penalty. 


Be it enacted by the Legislature of the State of ........... 


Section 1. State Board of Registration: There is hereby created a Board of 
Registration to register qualified sanitarians whose duties in public health and 
environmental sanitation require a knowledge of physical, biological, and sanitary 
sciences and whose professional pursuits and duties are necessary to the promotion 
of life, health, and prosperity of the State’s citizens. 


Section 2. Definitions: The words and phrases defined below shall, when used 


in this Act, have the following meaning unless the context clearly indicates otherwise: 
(a) “Board”’—means the Board of Registration for Sanitarians, hereby created. 


(b) “Sanitarian” —is a person who by education and experience in the physical, 
biological, and sanitary sciences, is qualified to carry out educational, in- 
vestigational and technical duties in the field of sanitation. 


(c) “Registered Sanitarian”—is a sanitarian registered in accordance with the 
provisions of this Act. 


(d) “Sanitarian-in-Training’—is a person registered as a sanitarian-in-train- 
ing under the provisions of this Act. 


(e) “Certificate of Registration” —is a document issued as evidence of regis- 
tration and qualification to practice as a sanitarian or a sanitarian-in- 
training under this Act, and bearing the designation “Registered Sani- 
tarian”, or “Sanitarian-in-Training”, and showing the name of the person, 
date of issue, serial number, seal, and signatures of the members of the 
Board hereby authorized to grant such certificates. 


Section 3. (Qualifications for Registration as a Sanitarian: Any person desiring 
to be registered as a sanitarian may make application to the Board on a form pre- 
scribed by the Board. The Board shall accept such application when submitted if 
accompanied by the required fees. Persons meeting the following qualifications shall 
be eligible for registration under this Act: 


* Prepared by the Sanitarians Joint Council; approved by it June 18, 1960; and forwarded 
to the American Public Health Association, the National Association of Sanitarians, and the Inter- 
national Association of Milk and Food Sanitarians, Inc. with the Council’s recommendation that 
it be endorsed by these Associations. 
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(a) Graduate with a baccalaureate, or higher degree from an accredited college 
or university who has satisfactorily completed at least 45 quarter hours, 
or 30 semester hours, of academic work in the basic natural sciences; 
employed full time as a sanitarian for a period not less than two years; 
and having passed an examination given and conducted by the Board 
under the provisions of this Act; provided, that persons holding a degree 
higher than a baccalaureate degree and who has satisfactorily completed 
at least 45 quarter hours, or 30 semester hours, of academic work in the 
basic natural sciences may qualify when employed as a sanitarian for a 
period of not less than one year. 


(b) Any person who on or before ...............ccccecccseseeseesenseeenenees ae, has passed 
an official civil service examination as certified by an official agency 
qualifying him as a sanitarian, given by the State or political subdivision 
thereof, provided that such person makes application for registration within 
eighteen (18) months of the effective date of this Act, or 


(c) Any person who om or before has been 
employed as a practicing sanitarian for a period not less than three (3) 
years, may at the discretion of the Board be considered for registration, 
provided such person applies for registration within eighteen (18) months 
of the effective date of this Act. 


Section 4. (Qualifications for Registration as a Sanitarian-in-Training: Any 
person meeting the educational qualifications of Section 3 (a) but who does not 
meet the experience requirements of said section may make application to the 
Board on a form prescribed by the Board for registration as a sanitarian-in-training. 
The Board shall accept such application when submitted, if accompanied by the 
required fees. 


Section 5. Examination for Registration as a Sanitarian: 


(a) Only persons who meet the educational and experience requirements in Sec- 
tion 3 (a) shall be eligible for admission to examination for registration 
as a sanitarian. 


(b) Examinations for the registration of sanitarians-in-training may be required 


by the discretion of the Board. 


(c) Examinations for registration as a sanitarian under this Act shall be 
administered not less than once each calendar year, in the State at such 
times and places as may be specified from time to time by the Board. 
Such examinations may be written, oral, or both, and shall include ap- 
plicable subjects in the field of sanitary science and such other subjects 
pertinent to the qualifications of sanitarians as the Board may prescribe. 
The examination shall be objective and practical in character. The examin- 
ation papers shall not disclose the name of any applicant, but shall be 
identified by a number assigned by the secretary of the Board. The prepara- 
tion of the examination shall be the responsibility of the Board, provided 
that the Board may use material prepared by recognized examination 
agencies. 

(d) A person shall not be registered if he fails to meet the minimum grade 
requirements for examination specified by the Board. If an applicant fails 
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to meet such minimum grade requirements in his first examination, he may 
be reexamined at any time and place specified by the Board for the ad- 
ministration of such examination and upon resubmitting his application 
accompanied by the prescribed fees. 


(e) The examination papers and records pertaining thereto shall be filed with 
the secretary of the Board and retained for at least one year. 


Section 6. Board Membership: A Board for the registration of sanitarians and 
sanitarians-in-training is hereby created. It shall consist of six members appointed 
by the Governor, one of whom shall be the State Health Officer or his designated 
representative; one shall be a public-spirited citizen; and four shall be sanitarians 
who qualify by education and experience for registration as a sanitarian under this 
Act; provided that on and after each sanitarian 
member appointed by the Governor shall be a registered sanitarian under the pro- 
visions of this Act. 


Section 7. Term of Office: Board members who are sanitarians shall be ap- 
pointed for a term of office as follows: one shall be designated for a term expiring 
December 31, 196......; one shall be designated for a term expiring December 31, 
196......; one shall be designated for a term expiring December 31, 196......; one shall 
be designated for a term expiring December 31, 196....... Thereafter the term of 
office of each sanitarian board member appointed by the Governor shall be for four 
years. Vacancies shall be filled by appointment by the Governor for unexpired 
terms. The Governer may remove an appointee member for misconduct in office, 
incompetency, negiect of duty or other sufficient cause after due notice and a hearing. 


Section 8. Board Organization, Duties of the Board, Officers, Compensation, 
Seal and Meetings: 

(a) The members of the Board shall, as soon as appointed, organize and an- 
nually thereafter in the month Of .............:0.ssssessssessessesssesees , elect from their 
number a Chairman, Vice-Chairman and a Secretary. The Secretary shall 
continue in office at the pleasure of the Board. 


(b 


— 


The Board shall make such rules as are necessary to carry out the provisions 


of this Act. 


(c) The Board shall hold at least one (1) meeting each year to. review and 
evaluate applications for registration as sanitarians and sanitarians-in- 
training, conduct examinations, review and approve all bills, prepare and 
approve reports, and transact all other business as may be necessary to 
carry out the provisions of this Act. 


(d) The Board shall issue certificates of registration to applicants who have 
been found qualified as sanitarians or sanitarians-in-training, to which the 


official seal of the Board has been affixed. 


(e) Four (4) members of the Board shall constitute a quorum and special 
meetings of the Board shall be called by the Secretary upon written request 
of any two (2) members of the Board, or upon a written request signed by 
ten (10) registered sanitarians. 


(f) All Board meetings shall be open to any registered sanitarian with the excep- 
tion of executive Board sessions. 
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(g) The Secretary of the Board shall receive compensation to be fixed by the 
Board, also traveling and other expenses necessarily incurred in the dis- 
charge of official duties. The other members of the Board shall receive 
a per diem allowance at the established State rate for each day actually 
engaged in official Board meetings plus transportation expenses; provided 
that no funds shall be dispersed for such purposes without the approval 
of the Board. 


(h) The Secretary of the Board shall receive and account for all money received 
from the operation of this Act and shall pay it to the State Treasurer who 
shall keep such money in a separate fund to be known as “Board of Regis- 
ration for Sanitarians Fund.” 


(i) Funds collected under the provision of this Act shall be used to pay com- 
pensation and expenses of the Board and to administer the provisions of 
this Act. Any surplus at the end of the fiscal year or biennium shall be 
retained by the Board for future expenditures. 


(j) An annual audit shall be made of the Board's finances and incorporated in 
an annual report to the Governor. Copies of the annual report shall be 
mailed to all registered sanitarians. 


Section 9. Record of Proceedings—Register of Applications—Register of Reg- 
istered Sanitarians and Sanitarians-in-T raining: 


(a) The Board shall keep a record of its proceedings. 


(b) The Board shall maintain a register of all applications for registration, 
which shall show: 
(1) the place of residence, name and age of each applicant; (2) the name 
and address of employer or business connection of each applicant; 
(3) the date of application; (4) complete information of educational 
and experience qualifications; (5) the action taken by the Board; (6) 
the serial number of the certificate of registration issued to the ap- 
plicant; (7) the date on which the Board reviewed and acted upon 
the application; (8) such other pertinent information as may be 
deemed necessary by the Board. 


(c) The Board shall maintain a current registry of all sanitarians and sanitar- 
registered in accordance with the provisions of this Act. 


Section 10. Applications—F ees—Renewals—etc.: The Board shall prescribe 
and provide an application form for the use of all applicants. Applicants for registra- 
tion as sanitarians shall deposit a fee Of .............:ccseseceseeeesees dollars, and applicants for 
registration as sanitarians-in-training shall deposit a fee of ...............c:00000 dollars, at 
the time of making application for registration. The Board may also assess an ad- 
ditional fee for the cost of the examination when deemed necessary. 

A Sanitarian registered under the provisions of this Act may renew his certificate 
by paying the Board an annual renewal fee of ................cc000ss0008 dollars. Said fee shall 
be due and payable on or before the date to be fixed by the Board for which a re- 
newal certificate for the current year shall be issued. All certificates shall expire on 
the renewal date unless renewed prior to such date. Registrations expired for failure 
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to pay renewal fees may be reinstated under the rules and regulations adopted by 
the Board. 


Sanitarians-in-training shall be exempt from payment of a renewal fee. 


Section 11. Suspension or Revocation of Registration: The Board shall have 
the power to suspend or revoke, after due notice and proper hearing, a certificate of 
registration when the holder is found guilty of unprofessional conduct, the practice 
of fraud or deceit in obtaining a certificate of registration, dereliction of duty, in- 
competence in the practice of sanitation, or for other good and sufficient cause. 
Notice of hearing in writing shall be given not less than ten (10) days prior to the 
date of the hearing, designating the time and place of hearing and providing the 
certificate holder with a copy of the charges against him. The person charged shall 
be entitled to be represented at the hearing and present evidence in his defense. 
Every order of the Board causing the suspension or revocation of a certificate of 
registration shall be predicated on findings based upon the record of hearing; the 
determination of the Board may be reviewed by a court only to determine whether 
the Board abused its discretion or exceeded its jurisdiction. 


Section 12. Reciprocity: Agreements for reciprocity with those States having 
an Act for the registration of sanitarians, whose provisions are equivalent, may be 
entered into by the Board under such appropriate rules and regulations as may be 
prescribed by the Board. 


Section 13. Use of Title: Only a person who has qualified as a registered sani- 
tarian and who holds a valid current registration certificate for use in this State 
shall have the right and privilege of using the title, “Registered Sanitarian”, and 
to use the abbreviation, “R.S.” after his name. 


Section 14. Violation—Penalty: It shall be unlawful for any person to rep- 
resent himself as a registered sanitarian without being duly registered and the holder 
of a currently valid certificate of registration issued by the Board. 

A person who violates the provisions of this Act shall, upon conviction, be 
guilty of a misdemeanor and may be fined not to exceed ..........ccssseeeeeeee dollars, or 
imprisoned for not more that ...........00sseeeeeeees days, or both. 


Section 15. Constitutionality Clause: lf any provision of this Act, or the ap- 
plication thereof to any person or circumstances, is held invalid, such invalidity 
shall not affect other provisions or applications of the Act which can be given effect 
without the invalid provision or application, and to this end the provisions of this 
Act are declared to be severable. 


Section 16. All laws and parts of laws in conflict with this Act are hereby 
repealed. 


(This material is reprinted from “The Sanitarian,” Journal of the National 
Association of Sanitarians, Vol. 23, No. 3 (November-December), 1960. C/O 
University of Denver, Denver 10, Colo.) 
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APHA ANNUAL MEETINGS 
1961—November 13-November 17—Detroit, Mich. 
1962—October 15-19—Miami Beach, Fla. 


New National Prize in Public Health 


As announced in the March issue of 
the Journal (page 463), the Albert and 
Mary Lasker Foundation Awards for 
Medical Research and Public Health, as 
administered and presented by the 
APHA, are not to be given in 1961. In 
arriving at this decision the Founda- 
tion said it will seek a way in which the 
contributions for which the awards are 
made can “be dramatized more fully.” 
The Association has expressed its warm 
appreciation to the Lasker Foundation 
for making possible the awards over the 
past 15 years. 

The Association accepts responsibility 
for assuring, on a continuing basis, 
recognition for outstanding creative 
work leading to improved public health 
practice. We are happy to announce 
that another foundation has offered to 
assist APHA in honoring unique achieve- 
ments resulting in the application of 
newer scientific knowledge to our field. 

Starting in 1961 the Samuel Bronfman 
Foundation, with this Association, will 
sponsor the Bronfman Prize for Public 
Health Achievement. The jury for 
selection of the recipients, under the 
chairmanship of Dr. Leona Baumgartner, 
may make from one to three selections 
this year, and the recognition ceremonies 
will take place at the Eighty-Ninth 
Annual Meeting of the APHA, Detroit, 


November 13-17. 
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The Bronfman Prize will be a suitable 
artistic device now being created, to- 
gether with a substantial cash award 
($5,000). 

The Executive Board has agreed that 
the purpose of the prize shall be the 
recognition of exceptionally meritorious 
achievement leading directly to improved 
health for considerable numbers of 
people. It will honor current creative 
work of particular effectiveness in ap- 
plying newer scientific knowledge to the 
betterment of community health. Excep- 
tional instances of teaching, in the broad 
sense of communication breakthroughs, 
may be included. Candidates will be 
considered on a world-wide basis. The 
prize is not intended to be an accolade 
for a long and distinguished career. 
Such recognition is given by the Sedg- 


wick Memorial Medal. 


More From North Carolina Study 
“Medical Students and Public Health” 


is the title of one of the more recent 
articles that have come out of the Uni- 
versity of North Carolina study into 
the reasons physicians choose specialties, 
and in particular public health. Author 
is Robert E. Coker, Jr., M.D., director 
of this APHA-sponsored project. It ap- 
pears in the Spring, 1961, issue of the 
Association of Teachers of Preventive 
Medicine Newsletter. Copies of the ar- 
ticle are available from the author who 
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is professor of public health administra- 

tion in UNC’s School of Public Health, 

Chapel Hill. 

In this brief exposition of some of the 
study findings it is observed that the 
premedical student is required to bend 
his major efforts to a mastery of basic 
natural sciences, and that social sciences 
are not stressed in his curriculum. What 
may be the effect of this? “It is rea- 
sonable to assume that a medical student 
with an interest in and a firm ground- 
ing in the social sciences might be more 
likely to manifest an interest in public 
health as a career. It also seems likely 
that students with such an interest and 
background may be less likely to select 
medicine as a career since it is asso- 
ciated in the public mind with the 
stereotype of the clinician. Further, if 
they are not thus eliminated by self- 
selection, such students who apply are 
perhaps less likely to be selected for 
admission to medical school than those 
whose undergraduate interests have em- 
phasized the natural sciences.” 

The paper presents findings which 
have implications for teachers of pre- 
ventive medicine but which may also 
provide field workers in public health 
with material for meditation. 

Readers who wish to review support- 
ing data for this article and at the same 
time get an overview of the results of 
other aspects of the study to date are 
referred as follows: 

Back, K.; Coker, R. E.; Donnelly, T.; and 
Phillips B. Public Health as a Career in 
Medicine: Secondary Choice within a Pro- 
fession. Am. Sociol. Rev. 23,5:333-541 
(Oct.), 1958. 

Coker, R. E., Jr.: Back, K.; Donnelly, T.; 
Miller, N.; and Phillips, B. Public Health as 
Viewed by the Medical Student. A.J.P.H. 49, 
5:601-609 (May), 1959. 

Coker, R. E., Jr., et al. The Medical Student, 
Specialization and General Practice. North 
Carolina M. J. 21,3:96-101 (Mar.), 1960. 

Coker, R. E., Jr., et al. Patterns of Influence: 
Medical School Faculty Members and the 
Values and Specialty Interests of Medical 
Students. J. Med. Educ. 35,6:518-527 
(June), 1960. 
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Coker, R. E., Jr. Attitudes and Values of Medi- 
cal Students Selecting Pediatric Careers. 
“Careers in Pediatrics.” Report of the 36th 
Ross Conference on Pediatric Research. Ross 
Laboratories, Columbus, Ohio. Spitz, R. H., 
editor. 


Section to Present Award 


The first presentation of an annual 
Laboratory Section Scientific Award will 
be made at the 89th Annual Meeting of 
APHA (November 13-17) in Detroit. 
The award, sponsored anonymously, goes 
to the author or authors judged to have 
presented the “best scientific paper” in 
the Laboratory Section sessions of an 
APHA Annual Meeting. The winner 
(or winners) will always be announced 
at the Annual Meeting following the one 
at which the paper was given. Thus the 
first award will recognize a paper pre- 
sented at the 88th Annual Meeting in 
San Francisco last year. 

The award consists of $500 in cash 
(to be divided equally if more than one 
author) plus travel expenses and $20 per 
diem for days of the meetings to enable 
the winning author to attend the Annual 
Meeting at which the award will be pre- 
sented. 

Some of the rules governing the 
award: The winning paper must either 
be a report of original scientific investi- 
gations or be an “original, critical and 
comprehensive” review of a subject of 
current import in public health, the re- 
view itself to be considered an “im- 
portant contribution to the knowledge of 
the application of the laboratory sciences 
to public health.” In addition, papers 
will be judged on “the manner of pre- 
sentation.” This is in keeping with the 
Laboratory Section’s desire to encourage 
and maintain high standards for the de- 
livery of scientific papers at Annual 
Meetings. 

For complete details on the adminis- 
tration of the award one should write to 
secretary of the Laboratory Section. The 
names of Section secretaries appear in 
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the list of members of the Governing 
Council which is usually published every 
other month in the advertising pages of 
the Journal. 


Certification of Culture Media 


Several inquiries indicate uncertainty 
among laboratory administrators as to 
the present requirements or recommenda- 
tions of “Standard Methods for the Ex- 
amination of Dairy Products” on the 
subject of certification of milk plating 
culture media. The following clarifica- 
tion is made. 

The 11th edition of “Standard Meth- 
ods,” page 59, recommends that when a 
suitable procedure for standardizing or 
certifying the culture media used in 
making milk plate counts for official re- 
sults is available, only media so certified 
should be used. 

At a recent meeting of the Executive 
Board of the American Public Health 
Association a statement recommended by 
the Committee on Evaluation and Stand- 


ards was approved, which expresses the 
position of the Association with regard 


to certification or standardization of 

milk plating culture media: 

1. Some form of standardization or certifica- 
tion of milk plating medium is essential. 

2. The APHA should take the responsibility 
of providing for this. 

3. The Coordinating Committee on Laboratory 
Methods of the Committee on Evaluation 
and Standards should be asked to work out 
in detail the method for achieving stand- 
ardization or certification. 


Item 3, above, has been referred to the 
Committee on Evaluation and Standards 
for implementation by the Coordinating 
Committee. The provisions of the 11th 
edition, including the footnote on page 
59 which holds in abevance the recom- 
mendation for certified media, still apply 
and will continue to do so until a plan 
for standardization or certification has 
been approved by the Executive Board. 
When this occurs an appropriate notice 
will appear in the American Journal of 
Public Health and a suitable news re- 
lease will be sent to the technical press. 


Annual Report on Staff Activity 


An account of the work done by the 
headquarters and regional office person- 
nel of the American Public Health Asso- 
ciation during the past year is now 
available. Entitled “The American Pub- 
lic Health Association Staff Report 
for 1960,” it describes the numerous 
ways in which the responsibilites as- 
signed to the various professional and 
technical staff members and their assist- 
ants were carried out during the calen- 


dar year. Since staff work is viewed in 
terms of functions basic to the Associa- 
tion, the report is supplemental in effect 
to the reports of the Chairmen of the 
Executive Board, the Technical Develop- 
ment Board, and the Standing Commit- 
tees for 1960, which are appearing in 
these columns. Requests for copies to 
Berwyn F. Mattison, M.D., Executive 
Director, APHA, 1790 Broadway, New 
York 19, N. Y. 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 
Society and Secretary 


ALABAMA PUBLIC HEALTH ASSOCIATION, Dr. Allen 
N. Koplin, 1005 S. 16th St., Birmingham 

ARIZONA PUBLIC HEALTH ASSOCIATION, Catharine 
Weiser, Supervisor of Public Health Nurses, Pima 
County Health Department, Tucson 

ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO- 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Mrs. 
Nevin Kilpatrick, 2228 Jasmine, Denver 7 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 

CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calvo 
Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEOKGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAII PUBLIC HEALTH ASSOCIATION, Mr. 
Mapuana P. McComas, 1018 Lunalilo Street, Honolulu 

IDAHO PUBLIC HEALTH ASSOCIATION, Kalph Car- 
penter, 126 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. MeLelland, State Board of Health, Indianapolis 7 

1OWA PUBLIC HEALTH ASSOCIATION, Lloyd Coe, 
lowa Hospital Association. 1012 Liberty Bidg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Assn., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, (Miss 
Peggy Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, George 
M. Ineichen, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, 
C. Murray Wylie, M.D., 615 North Wolfe St., Balti- 
more 5, Md. 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 
MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
— Washtenaw County Health Dept., County Bldg., 

nn Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. S. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, V. T. 
Hawkins, State Board of Health, Jackson 

MISSOURI PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, 5th Fl., State Office Bldg.. Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Mrs. Lou 
Esmay, City-County Health Dept., Great Falls 

NEBRASKA PUBLIC HEALTH ASSOCIATION, Mrs. 
Jack Carey, Lincoln Dairy Council, 620 Sharp Bldg., 
Lincoln, Neb. 


New Mexico: Historical Perspective 


The New Mexico Public Health Asso- 
ciation at its 33rd annual meeting (Las 
Cruces, April 20-21) took recognition 
of the need for public health depart- 
ments to seek greater jurisdiction in 
establishing housing standards. NMPHA 
also urged local health departments to 
ensure that plastic garment coverings 
bear labels warning about their dangers 
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NEVADA PUBLIC HEALTH ASSOCIATION, Mrs. Elaine 
Walbroek, 101 W. Arroya, Reno 

NEW JERSEY PUBLIC HEALTH ASSOCIATION, Wil- 
liam J. Chamberlain, 118 W. State St., Trenton 8 

NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Mrs. Mary Gilliland, State Dept. of Public Health, 
Santa Fe 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Frances Ann McVey, 4317 Robinson St., Flushing 
X.. ¥. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Carline Millican, Rochester Regional Office, State 
Health Dept., Rochester 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
George E. Michaelson, P. O. Box 325, Bismarck 

OHIO PUBLIC HEALTH Mrs. June 
O'Donnell, 3516 Braddock St., Dayto 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

er PUBLIC HEALTH ASSOCIATION, 

a J. Petach. R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
— Anne Easterling, Richmond County Health Dept., 


mbia 

souTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 
Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 40] Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Vance McCallister, 1509 Public Safety Bidg., 
Seattle 4, Wash. 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 


Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

WYOMING PUBLIC HEALTH ASSOCIATION, Lee 
Holder, P. O. Box 2203, Cheyenne 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines 19, lowa 

SOUTHERN BRANCH, APHA, H. W. Stevens, M.D., 
Court House, Box 7525, Asheville, N. C. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


to children. These were two of many 
resolutions adopted at the meeting. 
Leading speakers and their topics in- 
cluded Richard F. Boyd, M.D., medical 
director of Region VII, U. S. Public 
Health Service, Dallas (civil defense) ; 
Robert E. Mytinger, executive director, 
Western Branch, American Public Health 
Association, San Francisco (the public 
health association); Edward Morrison, 
Ph.D., assistant professor of business 
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management, University of Colorado, 
Boulder, and Mrs. Elda S. Popiel, con- 
ference chairman and assistant professor, 
School of Nursing, University of Colo- 
rado, Denver (communications and hu- 
man relations). Participating in a 
panel discussion of medical care for the 
aged programs were Stanley J. Leland, 
M.D., director of the New Mexico De- 
partment of Public Health, and Murray 
Hintz, director of the New Mexico De- 
partment of Public Welfare. 

New president of NMPHA is John F. 
Allanson, school health coordinator, New 
Mexico Department of Public Health, 
succeeding Velma G. Long, public health 
nursing consultant to NMDPH. Other 
officers for 1961-1962 are: 
President-Elect—Bryan Miller, epidemiologist 

and vector control chief, New Mexico State 

Health Department 
Vice-President—Kirby Monroe, executive di- 

rector, New Mexico Tuberculosis Associa- 

tion 
Secretary-Treasurer—Mary Gilliland, Santa Fe 
Librarian—Milton O. Johnson, Sante Fe 
Representative to the APHA Governing Coun- 
cil—Larry J. Gordon, M.P.H., director of 
health, Albuquerque 


Mr. Allanson urged the individual 
NMPHA member to review his basic 
philosophy of public health, and to help 
determine realistic program priorities in 
light of present-day health problems. 
Reviewing the history of the organiza- 
tion, he contrasted the major public 
health problems at the time (1918) 
NMPHA was founded with those that 
exist in New Mexico today. 

In 1918, “no state or local health 
departments existed, about 800 deaths 
from tuberculosis occurred annually in 
New Mexico, fly-borne diseases were 
very prevalent, the infant death rate was 
estimated at about 125 per 1,000 live 
births, about 1,400 cases of diphtheria 
and over 300 cases of smallpox were 
reported, and there were about 50,000 
cases of influenza with over 5,000 deaths 
with only the American Red Cross to 
turn to for help. .. . The fear and chaos 
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resulting from the big influenza epi- 
demic in 1918 finally provided the 
Association with its most potent argu- 
ments to melt away the last major 
resistance to the formation of a health 
department, which, finally, was created 
by the New Mexico State Legislature 
in the spring of 1919. 

“In 1920, newspapers reported that 
the New Mexico Public Health Associa- 
tion in its two years of existence, had 
been instrumental in securing: A State 
Health Department, a county health levy 
bill, an enrollment of 20,000 children in 
the ‘modern health crusade,’ a traveling 
clinic for rural districts, with a ‘physical 
and medical examination’ of the chil- 
dren in these districts, the services of 
a state health commissioner from the 
U. S. Public Health Service, gratis; 
and constant education of the public 
in regard to health topics.” 

Turning to the present, Mr. Allanson 
pointed out that “the complexity of 
health problems has not decreased, only 
the nature of the problems and focus 
of the programs to combat them have 
changed.” As examples, he cited com- 
municable diseases causing 35 per cent 
of all deaths in New Mexico in 1930, 
and 22 per cent last year; and deaths 
from heart disease, cancer and strokes 
combined causing only about one-tenth 
of all deaths in the state in 1930 and 
causing about one-half last year. “In 
addition, many other public health prob- 
lems have entered the scene or have in- 
creased considerably, such as radiation 
hazards, mental illness, industrial health 
problems, health problems of the aged, 
and cost of medical care,” he said. 

“What should be the boundaries and 
the horizons of our public health pro- 
grams?” he asked. In partial answer 
to this he suggested that the member- 
ship set its guidelines for program 
development, then dedicate every effort 
to achieving its goals. In the coming 
year emphasis, he said, would also be 
placed on programs for civil and defense 
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mobilization, continuing education, the 
educational loan fund, promoting health 
careers through the high schools, and 
promotion of national legislation relat- 
ing to public health. 


Public Medical Care: New Jersey 
The New Jersey Public Health Asso- 


ciation built its spring meeting (Tren- 
ton, April 6) around the topic of public 
medical care. Experiences of a state 
health department, a city health depart- 
ment and welfare department’s coordi- 
nated program, and an explanation of 
recently enacted and proposed federal 
legislation were the respective topics of 
Edward P. Davens, M.D., deputy direc- 
tor, Maryland State Department of 
Health; Alonzo S. Yerby, M.D., who 
holds dual positions as executive direc- 
tor for medical care services, New York 
City Department of Health, and medical 
welfare administrator, New York City 
Department of Welfare; and Jules H. 
Berman, chief, Division of Program 
Planning, Bureau of Public Assistance, 
U. S. Department of Health, Education, 
and Welfare. Discussants were Mrs. 
Asher Yaguda, chairman of the New 
Jersey Commission to Study the Admin- 
istration of Public Medical Care; C. 
Byron Blaisdell, M.D., a practicing phy- 
sician and a member of the New Jersey 
Public Health Council; and Lloyd Wes- 
cott, a farmer and president, Board of 
Control, New Jersey Department of Insti- 
tions and Agencies. Speakers varied 
in their suggestions for ways of meeting 
the need for public medical care between 
those who felt that the health depart- 
ment should be responsible at least for 
the actual administration of the medical 
services and for determination of the 
quality of the services given, and those 
who felt that the entire program should 
be administered by the welfare agency. 
The New York City experiences were 
presented to show how a_ combined 
service between public health and wel- 
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fare could be developed. Discussion 
from the floor indicated concern over 
the inability of many of the 567 local 
boards of health or of welfare to cope 
with the demands of a complicated 
medical care service in the state. 

The Executive Board of the NJPHA 
has adopted a policy that calls for the 
health department to administer public 
medical care services and to determine 
the quality of the services provided. 
Eligibility for public medical care and 
payment for medical services would be 
a responsibility of the welfare depart- 
ment. NPJHA, in the person of its 
president, Frank B. Elder, engineering 
associate, APHA, had recently testified 
to this effect before the State Assembly 
committee which was considering a bill 
providing that such care would be ad- 
ministered through county welfare offices. 


Kansas: Individual Crumbine Awards 


The Kansas Public Health Association 
scheduled three general sessions at its 
19th annual meeting (Kansas City, 
April 3-5). At the first, Lois Murphy, 
Ph.D., psychologist with the Menninger 
Foundation, spoke on the “Implications 
of the Coping Project for Public 
Health,” and Leonard Murray, Ph.D., 
director of health education, Iowa De- 
partment of Health, described the recent 
activities of the Middle States Branch 
of APHA. M. Leon Bauman, M.D., 
health officer for Wichita, reported on 
the 1960 annual meeting of APHA at 
the second general session. At the third, 
Jeoffrey Martin, M.D., Kansas state 
health officer, described “1961 Public 
Health Legislation,” and Lawrence A. 
Brennan, health program representative 
(CDC) in the Kansas City Regional 
Office of the Public Health Service, dis- 
cussed aspects new and old of venereal 
disease control. 

Sessions for Divided Interest Groups 
were scheduled three times and dealt 
with such subjects as the Dickinson 
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County cervical cancer survey, barriers 
to acceptance of public health programs, 
the Kansas immunization survey, and 
the Kansas nursing survey as a tool for 
public health progress. 

At the Samuel J. Crumbine Breakfast, 
Service Recognition Certificates were 
presented to Flora A. McKinley, chief, 
Bacteriology Section, Kansas State 
Board of Health Public Health Labora- 
tories, and to Evan Wright, director, 
Division of Food and Drugs, Kansas 
State Board of Health. The Crumbine 
Medal of KPHA went to Franklin D. 
Murphy, M.D., formerly chancellor, 
University of Kansas, and now chan- 
cellor, University of California at Los 
Angeles. In response to the honor he 
spoke on “Public Health and the New 
Dimension in Foreign Policy.” 

Dr. Murphy listed three components of 
foreign policy, the political, military, 
and economic. To this he would add a 
fourth comprising the educational and 
cultural aspect. “The lesson of the 
American dedication to education for 
all and the enormous role it has played 
in our national self-development is not 
lost” on people of other nations, he 
said. “Their great cry today is not 
that we send them diplomats or soldiers, 
but that we send them know-how, tech- 
nology, public administration, public 
health—in short, they seek teachers and 
technicians and their knowledge. . . . 
The American people must understand 
this new and crucial dimension of for- 
eign relations and insist, by all proper 
means, that it be fully and thoroughly 
implemented.” 

KPHA officers for 1961-1962 are: 
President—Robert H. Riedel, M.D., director, 

Local Health Services, State Board of 

Health, Topeka 
President-Elect—Herman Janzen, director of 

sanitation, Kansas City-Wyandotte County 

Health Department 
Vice-President—Virginia Pence, director, 

Health Education Services, State Board of 

Health, Topeka 
Secretary-Treasurer—Waldo W. Wilmore, ex- 
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ecutive director, Kansas Tuberculosis and 
Health Association, Topeka 

Representative to APHA Governing Council— 
James F. Aiken, Jr., engineer, Wichita- 
Sedgwick County Health Department 


Massachusetts: Two Thirds Reported 
The Massachusetts Public Health As- 


sociation holds three full-day meetings 
a year. The most recent was scheduled 
for April 20 in Brockton. 

The day began and ended with gen- 
eral sessions. At the first, Robert H. 
Marden, Ph.D., lecturer in education 
(political science), Harvard School of 
Education, spoke on “Local-State Re- 
sponsibilities and Relationships.” A 
group representing many professional 
interests discussed the paper, with Leon 
Sternfeld, M.D.. MPHA president, pre- 
siding. Marjorie A. C. Young, Dr.P.H., 
assistant professor of health education, 
Harvard School of Public Health, pre- 
sided over the second general session, 
at which “Capsule Sketches—What’s 
New?” were presented on the current 
status of polio vaccine, cancer chemo- 
therapy, and diet in atherosclerosis. In 
the interim, Interest Groups had met to 
discuss homemaker services, public per- 
sonnel administration, planning a com- 
munity research project, and epidemi- 
ology and control of infectious hepatitis. 

At the dinner, Hugh R. Leavell, M.D., 
professor of public health practice, Har- 
vard School of Public Health, received 
the 12th Lemuel Shattuck Award of 
MPHA. He was cited for his many 
contributions to professional education 
and to the philosophy of the “team 
concept . . . both in teaching and prac- 
tice.” 

Marjorie A. C. Young, Dr.P.H., was 
installed as new MPHA president. Her 
fellow officers for 1961-1962 are: 


President-Elect—William H. Weidman, M.D., 
director, Division of Tuberculosis Control, 
State Department of Public Health, Boston 

Vice-President—Harold W. Demone, Jr., di- 
rector, Medical Foundation, Inc., Boston 
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Treasurer—Murray Fertel, executive director, 
Jewish Memorial Hospital, Boston 

Recording Secretary—Janet E. Packard, 
Dietary Department, Beth Israel Hospital, 
Boston 

Representative to APHA Governing Council— 
Robert H. Hamlin, M.D., associate professor 
of public health administration, Harvard 
School of Public Health 


General topic of MPHA’s first meet- 
ing of the year, January 26, in Boston, 
was “Setting Priorities in Program 
Planning for Public Health.” Guest 
speaker at the luncheon was Noble 
Swearingen, director, Washington Office, 
APHA, who discussed current federal 
legislation pertaining to public health. 

At this meeting the newly formed 
Medical Care Section held its first 
official scientific session. The topic was 
“Medical Care for the Aged: What Will 
Be the Effect of the New State Law?”— 
which implements the federal Kerr-Mills 
Act (Medical Assistance for the Aged). 
Dean A. Clark, M.D., general director, 
Massachusetts General Hospital (also 
section chairman), and Patrick A. 
Tompkins, commissioner, Massachusetts 
Department of Public Welfare, first gave 
their views on what the new law might 
accomplish. The subject then 
thrown open to 11 resource people for 
discussion. They represented hospitals, 
nursing homes, prepayment plans, health 
and welfare departments, physicians, ed- 
ucators, social workers, and a variety of 
agencies under voluntary, religious, and 
special interest auspices. 

Following this session the new section 
considered for adoption a “Statement of 
Purpose.” It encompassed the advance- 
ment of public health through the im- 
provement of medical care services, 
rapid dissemination of news on pro- 
grams, facilitation of communications 
among groups interested in medical 
care, systematic interchange of knowl- 
edge between medical care sections of 
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all affiliates and the APHA, and pro- 
motion of the critical analysis of medi- 
cal care programs. 


More on New Medical Care Sections 


Another new Medical Care Section, 
that organized in the Western Branch- 
APHA, held its Second Bay Area Medi- 
cal Care Forum on May 18 at the Uni- 
versity of California, Berkeley. (The first 
Bay Area workshop of this section was 
held in February, 1960, on the topic 
of “Safeguards of Quality in Medical 
Care.”) The group spent the evening 
discussing the general concept of re- 
gional organization and proposals for 
hospital and health service coordination 
in California. Donald K. Freedman, 
M.D., medical consultant, California 
State Department of Social Welfare, 
chaired the meeting. Melvin Weber, 
associate professor of city and_ re- 
gional planning, U.C., Gordon Cumming, 
chief, Bureau of Hospitals, California 
State Department of Public Health, and 
Edward Rogers, M.D., professor of pub- 


lic health and medical administra- 
tion, U.C., were panelists. E. Richard 
Weinerman, M.D., medical director, 


Herrick Hospital Clinics, moderated the 
discussions of a reactor panel represent- 
ing medical, hospital, and community 
viewpoints. 

The Southern Branch, APHA, also 
appears to be on the way to adding 
a Medical Care Section to its member- 
ship structure. A committee has been 
appointed to study the proposal of mem- 
bers interested in forming the section. 
It is expected that Southern Branch 
officers, who hold special sessions yearly 
at APHA’s Annual Meeting, will take 
action on the committee’s report at 
Detroit, where APHA’s 89th Annual 
Meeting will be held November 13-17. 
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EMPLOYMENT SERVICE 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 


Association. 


Advertising space in these pages is available at special rates for the use of employers or 


individuals. 


The charges are $5 for the first 50 words or fraction thereof and $1 for each 


additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 


Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Dentist—Preferably with public health ex- 
perience, for school health work. Salary 
$8,000, plus travel expense and generous fringe 
benefits. If interested, write to V. K. Volk, 
M.D., Health Commissioner, Saginaw County 
Department of Health, 1501 North Michigan 
Ave., Saginaw, Mich. 


Director, Crippled Children’s Commis- 
sion—Florida. Plan, direct, and coordinate 
a state and federal program of services for 
crippled children. Requires Florida M.D. 
license or eligibility, M.P.H., and three years’ 
professional experience in a program of medi- 
cal services for children or in a public health 
program, including one year’s experience in 
a supervisory, administrative, and consulta- 
tive capacity. Salary $12,600-$15,600. Merit 
system coverage, vacation, sick leave, retire- 
ment, Social Security, travel allowance. Please 
contact Florida Crippled Children’s Commis- 
sion, P.O. Drawer 1508, Tallahassee, Fla. 


Director, Division of Hospital and Nurs- 
ing Homes—with the Florida State Board 
of Health, Jacksonville, Fla. Administrative 
responsibility: licensure program and the de- 
velopment of supporting programs. Salary 
range $12,000-$15,000 per year. Requires eli- 
gibility for Florida medical license, M.P.H., 
and five years’ experience in public health 
work. Write Miles T. Dean, Personnel Di- 
rector, 1217 Pearl St., Jacksonville, Fla. 


Crippled Children’s Physician—Position 
in the Hawaii Department of Health, to direct 
medical care program for crippled children 
and administer program for prevention of chil- 
dren’s disease and deformity. Requires one 
year of public health experience or master’s 
degree in public health and eligibility for 
certification by the American Board of Pedi- 
atrics, Orthopedics, Neurology, c> Plastic 
Surgery. Salary $11,064-$14,112 per annum. 
Contact Department of Personnel Services, 825 
Mililani St., Honolulu 13, Hawaii. 
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Institution Medical Services Director— 
Position with the Hawaii Department of 
Health. Responsible for the medical, dental, 
laboratory, and nursing care services in an 
institution for the mentally retarded. Requires 
eligibility for certification by the American 
Board of Pediatrics, Internal Medicine, or Psy- 
chiatry and Neurology, and eligibility for a 
medical license in Hawaii. Salary $10,032- 
$12,804 per annum. Write to Recruiting and 
Examining Division, Department of Personnel 
Services, 825 Mililani St., Honolulu 13, Hawaii. 


Commissioner of Health—First County 
Health Department in New York State needs 
top-notch public health physician. Population 
80,183. Qualifications include M.D., M.P.H., 
and one year of public health experience. 
Vacations cumulative to 25 days. Salary open. 
Write to Mr. B. J. Wilkinson, President, Board 
of Health, Box 573, Olean, N. Y. 


Health Officer—Health district of Suffolk 
County Department of Health, Long Island, 
N. Y. Administer generalized public health 
program to approximately 187,000 population. 
Civil service; must be eligible for New York 
State medical license, have M.P.H. degree, 
and one year’s experience in a health de- 
partment. Salary $10,680-$12,680, and use 
of county car. Inquire: Commissioner of 
Health, County Center, Riverhead, N. Y. 


Pediatric Consultant—State-wide maternal 
and child health program concerned with the 
physical, mental, and emotional health of in- 
fants and children. Must be able to obtain 
license to practice in Oregon and be eligible 
for board certification. Starting salary open: 
$1,030-$1,150. Social Security and state re- 
tirement coverage. Write to Mr. A. T. John- 
son, Personnel Director, Oregon State Board 
of Health, P.O. Box 231, Portland 7, Ore. 


Health Officer—Full-time, for thriving city 


in eastern Wisconsin. Salary is $10,320- 
$12,240, with fringe benefits. Contact F. A. 
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Nause, M.D., Commissioner of Public Health, 
Sheboygan Department of Public Health, 1208 
South 8th St., Sheboygan, Wis. 


Medical Director—for state-wide Tubercu- 
losis Control Program for the state of Nevada 
with headquarters in Reno. Salary $1,007- 
$1,348, depending upon training, experience, 
and board certification in an appropriate 
specialty. License: eligibility for licensure in 
Nevada. Excellent recreational opportunities, 
including fishing, hunting, water sports, and 
mountain climbing. Exceptional fringe bene- 
fits. For further information contact Nevada 
State Personnel Department, Carson City, Nev. 


Physician—for diagnostic examinations 
only. To travel in the Midwest with new, 
well equipped Mobile Medical Center of non- 
profit organization. Steady employment. Salary 
plus expenses; vacation. Write Medical Di- 
rector, Garment Industry Medical Center, 
4646 Lindell, St. Louis 8, Mo. 


Assistant District Health Officer—Under 
direction, to carry on specific phases of public 
health work in a health district, various loca- 
tions; salary $10,550-$12,590. M.P.H. degree, 
six months of general public health experience, 
and eligibility for a New York State license. 
(Appropriate experience may be substituted 
for the M.P.H. degree.) istrict Health 
Officer—to supervise programs of a health 
district, various locations; salary $12,980- 
$15,310. M.P.H. degree, two years of public 
health experience, and eligibility for a New 
York State license. (Appropriate experience 
may be substituted for the M.P.H. degree.) 
Associate Public Health Physician (Ma- 
ternal and Child Health)—to serve as as- 
sistant director of the state-wide maternal and 
child health program; location Albany, N. Y.; 
salary $12,980-$15,310. Must have at least two 
years’ experience in pediatrics or obstetrics, 
six months of which must have been in a re- 
lated specialty, an M.P.H. degree (appropriate 
experience may be substituted), and eligibility 
for a New York State license. Positions under 
civil service, liberal vacation and sick leave 
allowances, Social Security, retirement, and 
insurance benefits. Write Richard H. Mattox, 
Director of Personnel, New York State Depart- 
ment of Health, 84 Holland Ave., Albany, N. Y. 


Superintendent of Nurses—Rockford 
Municipal Sanatorium for Tuberculosis and 
Nursing Home Patients (100 beds), located in 
Rockford, Ill. Salary open. For information, 
contact City of Rockford, Personnel Office, 
4th Floor, City Hall, 425 East State St., Rock- 
ford, Ill. 


Executive Director—Public Health Nurs- 
ing Association. Own headquarters; 16-nurse 
staff, generalized nursing service. Administra- 
tive ability and M.A. degree desired. Salary 
open. Apply to Mrs. Fred P. Bamberger, 
Personnel Committee Chairman, 2906 Bayard 
Park Dr., Evansville, Ind. 
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Public Health Nurse—Salary from $4,836 
to $5,592 in four years. Mileage, retirement, 
sick leave, 18 workdays’ vacation per annum. 
High, dry climate; four seasons; college town; 
merit system. Merle E. Smith, M.D., M.P.H. 
Director, Coconino County Health Department, 
Flagstaff, Ariz. 


Director of Public Health Nursing— 
County Health Department (population 
82,000). Supervise staff of eight public health 
nurses. Requires bachelor’s degree and at 
least three years’ health department super- 
visory experience. Salary range $505-$607, with 
starting step negotiable to $554. Write Health 
Officer, County Health Department, P.O. Box 
360, San Luis Obispo, Calif. 


Maternal and Child Health Nursing 
Consultant—Position .with the State of 
Hawaii Department of Health, Bureau of Ma- 
ternal and Child Health. Requires five years’ 
nursing experience, of which three years must 
have been in public health nursing and involv- 
ing one year of teaching or supervisory re- 
sponsibility, graduation from nursing school 
and college, completion of a college program 
in public health nursing, and graduate study 
in obstetrical and/or pediatric nursing. Salary 
$6,156-$7.860 per annum. Write to Depart- 
ment of Personnel Services, State of Hawaii, 
825 Mililani St., Honolulu 13, Hawaii. 


The City of Los Angeles has an 
Outstanding Career Opportunity 
as 


Assistant Health Officer 


(Venereal Disease Control) 


$992-$1,107 per month 


Physician with M.P.H., or diplomate of 
the American Board of Preventive 
Medicine and Public Health, may be 
appointed at a higher salary and at- 
tain a maximum of $1,236. 


Must be licensed to practice medicine 
in the state of California. 


Write immediately to: 
George M. Uhl, M.D., Health Officer 
Los Angeles Health Department 
111 East First St. 
Los Angeles 12, Calif. 
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Director, Bureau of Maternal and 
Child Heaith 
New York State 


Plans and coordinates state-wide .pro- 
gram. Headquarters: Albany, N. Y. 


Salary $14,410-$16,890 


Must have four years’ appropriate medi- 
cal training and experience in pedi- 
atrics or obstetrics, and either an 
M.P.H. degree or additional public 
health experience. 


> 
Write for information, enclosing a 
résumé, and stating dates available 
for interview. Interviews at convenient 


locations. 


Richard H. Mattox 

Director of Personnel 

New York State Department of 
Health 

84 Holland Ave. 

Albany, N. Y. 


Public Health Nurse Consultant—State 
level. Master's degree, progressive experience 
in generalized public health nursing service, 
including supervision. Preference given to 
nurses with special preparation in growth and 
development or school health. Beginning salary 
dependent upon qualifications. For informa- 
tion write to Miss Marian Chladek, Director, 
Division of Nursing, Wyoming Department of 
Public Health, State Office Bldg., Cheyenne, 
Wyo. 


Health Educator IlI—$444 per month. 
State Health Department. Small, progressive 
health education operation. Must have one 
year of graduate work in health education and 
one year’s experience. Write Arizona Merit 
System, State Capitol Bldg., Phoenix, Ariz. 


Health Educator—to direct case-finding 
program in tuberculosis and respiratory dis- 
eases. Position calls for skills to stimulate and 
coordinate case detection efforts by other 
groups. Position offers opportunity for 
management development. Four or more years’ 
health agency experience required. Salary 
open. Apply to Alfred E. Kessler, Executive 
Secretary, Marion County Tuberculosis As- 
sociation, 615 North Alabama St., Room 335, 
Indianapolis 4, Ind. 
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Public Health Educator—Work with team 
of physician, physical therapist, occupational 
therapist, nutritionist, and public health 
nurs? for new rehabilitation program in nurs- 
ing homes. Plan educational materials _re- 
garding chronic disease and aging. Five-day 
week, two weeks’ vacation, three weeks’ sick 
leave, retirement plan, and Social Security. 
Salary $4,500-$6,420, with the starting salary 
dependent upon qualifications; travel allow- 
ance. Require bachelor’s or master’s degree 
and two years’ experience, including adminis- 
tration of a program. Write Elizabeth Gentry, 
M.D., Austin-Travis County Health Depart- 
ment, 1313 Sabine St., Austin, Tex. 


Medical Technologist I—$3,822-$4,589 
per annum. Open to male and female resi- 
dent citizens of the United States who possess 
the minimum qualifications. Medical Tech- 
nologist I1—$4,212-$5,057 per annum. Open 
to male and female resident citizens of the 
United States who possess the minimum quali- 
fications. Public Health Nurse—$4,212- 
$5,057 per annum. Open to female resident 
citizens of the United States who possess the 
minimum qualifications. Registered Staff 
Nurse—$3,822-$4,589 per annum. Open to 
female resident citizens of the United States 
who possess the minimum qualifications. For 
complete details write to Personnel Director, 
Municipal Bldg., Hartford, Conn. 


Director, Public Health Laboratory— 
M.S. degree with major in microbiology, minor 
in immunology, and five years’ experience in a 
public health laboratory, or a Ph.D. from an 
accredited university and one year’s experi- 
ence. Excellent opportunity for a qualified 
applicant. Salary range $461-$564; upward 
revision being considered. Write to Civil 
Service Commission, 425 East State St., 
Rockford, Ill. 


Nutritionist (Research)—A unique op- 
portunity for a nutritionist interested in (1) 
the planniny; and carrying out of nutrition re- 
search in community- and _hospital-oriented 
programs, (2) the programing of outpatient 
nutrition teaching to meet research nee 
and/or provide experience for medical stu- 
dents, (3) the teaching of nutrition to medi- 
cal students. The position includes medical 
faculty appointment. M.P.H. or M.S. desir- 
able; salary open. Write Director of Nutri- 
tion, University of Maryland Hospital, Balti- 
more 1, Md. 


Sanitarian—City of Rockford (IIL) 
Health Department (population 130,000). Re- 
quirements: at least a B.S. degree with major 
courses in sanitary engineering or a related 
public health field. Salary information avail- 
able upon application. Write City of Rock- 
ford Personnel Office, City Hall, 425 East 
State St., Rockford, IIL. 


Sanitarian—County Health Department 
(population 82,000); coast and mountains, 
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mild climate. Generalized sanitation program. 
Requires registration and experience. Salary 
$419-$505, starting level negotiable to $460 
for well qualified person. Write Health Officer, 
P.O. Box 360, San Luis Obispo, Calif. 


Biostatistician (Junior)—Salary range 
$7,200-$9,600. Minimum qualifications: mas- 
ter’s degree in biostatistics, public health sta- 
tistics, or mathematical statistics, with at least 
two years’ experience in the investigation of 
problems in medical science, biological sci- 
ence, or public health. Computer experience 
desirable. Write the Commission on Profes- 
sional and Hospital Activities, 211 First 
National Bldg., Ann Arbor, Mich. 


EMPLOYMENT SERVICE 


Supervising Psychologist — State-wide 
community child guidance program. Mini- 
mum of four years’ experience as psychologist 
in child guidance work and doctoral degree in 
psychology. Proposed salary range $655-$810. 
Apply to Mr. A. T. Johnson, Personnel Di- 
rector, Oregon State Board of Health, P.O. 
Box 231, Portland 7, Ore. 


Dental Hygienist—for established dental 
health program in well equipped, modern 
health department. Salary range $4,320-$5,400 
per year, plus liberal travel allowance. Write 
to J. H. White, M.D., Director, Weld County 
Health Department, P.O. Box 521, Greeley, 


Colo. 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Sanitary Engineer—P.E., B.Ch.E., MLS. 
Eleven years’ experience: health department, 
two years; sewage treatment operations, one 
year; design of hydraulic structures and sew- 
age treatment plants, three years; project en- 
gineer for design for industrial water supply 
and wastes, two years; college teaching, two 
years; administration, one year. Desire over- 
seas or domestic assignment; $825 per month. 


Box E-42, Employment Service, APHA. 


Researcher-Administrator—M.D., M.P.H., 
desires responsible position in an institution or 
organization concerned with rehabilitation or 
mental health. Prefer position utilizing the 
following types of experience: epidemiology, 
medical machine records, physiological re- 
search, teaching, writing, and administration. 
Enjoy teamwork. Will relocate in the United 
States or abroad. Box PH-17, Employment 
Service, APHA. 


Research Coordinator-Social Scientist 
—Experienced in general medical and psy- 
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chiatric settings of nation-wide research pro- 
grams, including administrative operations and 
experimental design. Desire post in urban 
community with prospect of some permanence. 
Numerous publications. Presently employed, 
available fall, 1961. Box M-27, Employment 
Service, APHA. 


Sanitarian—B.S., bacteriology; M.P.H.; 
age 35. Agricultural instructor, four years; 
bacteriologist and chemist, three years; ana- 
lytical supervisor, one year; public health 
sanitarian for a university where presently 
employed, two years. Desire employment with 
a college initiating an environmental sanita- 
tion program, or a public health agency. Box 
S-40, Employment Service, APHA. 


Bacteriologist—Ten years’ experience; 
B.S. degree. Desires responsible, challenging 
position in a public health or similar type 
oan Box L-81, Employment Service, 
APHA. 
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BOOK REVIEWS 


All reviews are prepared on invitation. 


COMPARATIVE EFFECTS OF RADIATION— 
Edited by Milton Burton; J. S. Kirby-Smith; 
and John L. Magee. Report of a Conference, 
University of Puerto Rico, San Juan, 1960. 
Sponsored by the National Academy of Sci- 
ences—National Research Council. New York, 
N. Y.: Wiley (440 Fourth Ave.), 1960. 426 
pp. Price, $8.50. 


Proceedings of conferences are often 
not suitable for publication because the 
scope is quite limited by the interests of 
the participants and the material does 
not become available until it is seriously 
outdated by journal reports. This book 
is the exception. Forty-seven invited 
radiation physicists, chemists, and bi- 
ologists from ten different countries as- 
sembled in San Juan, February 15-19, 
1960, under the auspices of the National 
Research Council, and discussed basic 
mechanisms in ionizing and exciting 
radiation effects. Fourteen papers were 
presented on a range of subjects includ- 
ing exciton theory, free radical produc- 
tion, photoresponsiveness, photoreactiva- 
tion, monolayer and polymer studies. Dr. 
Kasha points up the kind of wedding of 
disciplines which was required: “Each 
of these has its own language, charac- 
teristic methods of investigation, and 
seeks a characteristic fragment” (page 
72); and yet as evidenced by the sharp 
and penetrating exchanges following the 
presentations, communication was 
achieved in many areas. Moreover, the 
opinions of the notable scientists in at- 
tendance and the nearly 500 references 
given mark this book quite valuable to 
researchers in radiation mechanisms. 

A listing of new concepts or technics 
in this field advanced at the meeting is 
beyond the scope of this review, but 
certain comments of basic radiological 
health interest can be made. Biologic 
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effect is viewed as a gross event which 
is markedly separated in time from the 
microsecond physical absorption phe- 
nomenon. What molecules, organelles, 
and cellular alterations intermediate this 
complex response to radiation injury 
and the nature of the energy transfer are 
the questions of ultimate importance to 
the understanding of health impairment. 
This book does not deal with compara- 
tive biological events, as the title may 
indicate to some, but provides current, 
detailed information of radiation bio- 
physics and chemistry for researchers. 

Paut C. TompKins and 

Francis J. WEBER 


THE HEALTHY CHILD—FEdited by Harold C. 
Stuart and Dane G. Prugh. Cambridge, Mass.: 
Harvard University Press, 1960. 508 pp. Price, 
$10.00. 


During the 1950 Midcentury White 
House Conference on Children and 
Youth, I recall one group discussion par- 
ticipated in by persons from a variety of 
professional disciplines, in which ll 
agreed that there was a common core of 
knowledge about children which should 
be part of the training and armamen- 
tarium of all those who work with chil- 
dren. As if in belated answer to that 
plea, “The Healthy Child” has brought 
together information about children— 
what they are, how they grow, how they 
behave, and perhaps how they feel—in- 
formation useful to different child 
health workers such as physicians, social 
workers, teachers, nurses, nutritionists, 
etc. The book, moreover, presents a 
picture not narrowly limited to the child, 
but broadens the view, particularly to 
include his mother and his family, with- 
out blurring the focus on the child him- 
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self. Separate sections give primary at- 
tention to different aspects of child de- 
velopment, such as physical, psycho- 
social, and intellectual, but in no instance 
treat their respective subjects as if iso- 


lated each from the other. The sections 
dovetail into each other nicely. 

From the volume, one obtains an ex- 
cellent review of the current and most 
generally accepted thinking about chil- 
dren and their development in their 
families in American society. If there 
is any one thread that runs through it, 
it is the special emphasis on psychologi- 
cal considerations. Although there is a 
good amount on such aspects as the 
physiology of pregnancy and the physical 
components of child growth, the focus 
of most of the book is primarily be- 
havioral. For example, and appro- 
priately enough, assessment of intellec- 
tual development is very well summarized 
in several pages, whereas much more 
space is given to the subject of “Prob- 
lems in Adjustment to School.” 

Despite the fact that the book is made 
up of the contributions of 22 persons, the 
editors have succeeded in minimizing 
differences in style. The contributors 
have done more than merely rehash past 
knowledge. A listing of such names as 
Stewart, Caplan, Burke, Cobb, and In- 
galls, among others, makes it obvious 
that they have called upon much of their 
own original work to present the ma- 
terial of their respective fields. 

Of particular interest to public health 
workers is the constant integration be- 
tween the child as an individual and 
his place in the community. This means 
looking at the child as he is in the com- 
munity rather than at public health serv- 
ices for him. The book makes no pre- 
tense at describing services. For example, 
there is considerable space allotted to the 
school-age child but not more than sev- 
eral paragraphs in two or three different 
parts of the book about school health 
services. 

The reader should anticipate then 


JULY, 1961 


that this is a book which truly presents 
a common core of knowledge about chil- 
dren and which will help him to under- 
stand children and to use such better 
understanding, both in more effective 
personal professional work and in the 
development of improved community 
services for children. 
SamueL M. WisHik 


TOXICOLOGY. VOLUME I—MECHANISMS 
AND ANALYTICAL METHODS—Edited by 
C. P. Stewart and A. Stolman. New York, 
N. Y.: Academic Press (111 Fifth Ave.), 1960. 
774 pp. Price, $22.00. 


After an introductory chapter about 
the general aspects of the work of the 
forensic toxicologist, five chapters are 
devoted to a review of the literature con- 
cerning the absorption, elimination, and 
distribution of various categories of 
poisons mainly relating to animal data. 
Over 1,000 references are arranged al- 
phabetically at the end of the sixth 
chapter, but only 16 of these refer to 
work after 1956. In two chapters, sys- 
tems for isolating poisons and drugs 
from tissues are described. The follow- 
ing eight chapters deal with different 
principles of analytical physical chem- 
istry and the general methods utilizing 
chromatography, ion exchange, iono- 
phoresis, countercurrent extraction, x-ray 
diffraction, polarography, and micro- 
diffusion; one large chapter on spectrum 
analysis is divided into five parts treat- 
ing emission and ultraviolet and infrared 
absorption spectroscopy. Two final 
chapters are concerned with optical- 
crystallographic and dye methods for 
the identification and determination of 
drugs. In the additional 700 references 
covering these chapters, 250 are devoted 
to chromatography and 200 to infrared 
absorption. An atlas of 43 infrared 
spectra is included. 

This volume is the collaborative effort 
of 15 experts-from the United States, 
Canada, and Great Britain and, as is 
common with collaborative texts, there 
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is some unevenness in treatment. The 
title does not really reflect the contents 
of this volume for the stress is on forensic 
and drug toxicology. The editors ap- 
parently did not think they should get 
experts to write about such plebian 
methods as those in the visual spectro- 
photometric range or those employing 
wet test methods. 

With this book and the aid of a good 
library and an_ exceptionally well 
equipped laboratory, not to speak of a 
specially trained staff, the physico- 
chemical types of analysis discussed 
could be performed. This volume should 
prove of interest to the legal toxicologist; 
it may be useful for the drug and re- 
search toxicologist; it has little value 
for others in the public health field. 

Morris B. Jacoss 


MENTAL ILLNESS IN LONDON—By Vera 
Norris. London, England: Published for the 
Institute of Psychiatry by Chapman & Hall, 
1959. 317 pp. 35s. 


The sixth Maudsley Monograph re- 
viewed here was completed by the author 
shortly before her death in 1957. It is 
based on an analysis of the records of 
almost 10,000 patients admitted to men- 
tal hospitals and related facilities in 
London between 1947 and 1949. This 
work is a veritable mine of information, 
and it would be extremely useful to have 
this study replicated to determine what 
has happened since the changes in the 
mental hospital services in England. 
Many of the findings confirm earlier 
studies, prior to the introduction of the 
new drugs used today. For this reason as 
well, it would be worth while to have a 
similar study covering the period 1957 
to 1959. This need is reinforced further 
when one considers the author’s notable 
lack of optimism concerning the “prog- 
nosis of almost all mental disorders 
severe enough to require mental hospital 
treatment. .. .” Special attention is 
given to the problems of psychiatric 


diagnosis, and of research criteria in 
this area. All in all this is a valuable 
monograph that should be on the shelf 
of anyone concerned with the problems 
of mental ill-health in the community. 
Georce Rosen 


PREPAYMENT FOR HOSPITAL CARE IN 
NEW YORK STATE, A REPORT ON THE 
EIGHT BLUE CROSS PLANS SERVING 
NEW YORK RESIDENTS—By Ray E. Trussell, 
and Frank van Dyke. New York, N. Y.: State 
of New York, Insurance Department (123 
William St.), 1960. 383 pp. Price, $5.00. 


This report was prepared at the re- 
quest of the New York State superin- 
tendent of insurance and the commis- 
sioner of health. Because of its wealth 
of detail the report will be stimulating 
to groups planning studies of hospital 
problems. Although it is a state study, 
it is of national importance and it should 
be required reading for hospital ad- 
ministrators, staff, and board members. 

The recommendation with the greatest 
significance relates to regional coordina- 
tion of services to be carried out through 
a Division of Hospital Review and Plan- 
ning in the State Health Department and 
through Regional Councils. The coun- 
cils will stimulate the better use of exist- 
ing and new medical care facilities on a 
coordinated regional basis and the in- 
tegration of hospital services with other 
community health activities, thereby im- 
proving the quality of care and decreas- 
ing duplication of facilities. Activities 
will include the coordination of channels 
and the implementation of existing legal 
responsibilities for good patient care. If 
public representatives on the councils 
are people of integrity and imagination 
they will help members from the medical 
profession and hospital administration 
to educate the general public to the need 
for avoiding unnecessary hospital admis- 
sions and long stays. 

The report contains ten other major 
recommendations. These include recom- 
mended changes in Blue Cross benefits 
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and in the formula for paying hospital 
costs, changes in the licensing of nurs- 
ing homes, payment for outpatient diag- 
nostic services, and restriction of Blue 
Cross payments to accredited hospitals. 
A parallel study of the nonprofit medi- 
cal and dental plans in New York State 
is currently being made. Both of these 
studies should be widely read by all per- 
sons interested in the public’s health and 
in the costs of medical care. 
Marcaret 


THE DISEASE CONCEPT OF ALCOHOLISM 
—By E. M. Jellinek. Published on behalf of 
the Christopher D. Smithers Foundation, New 
York City, and distributed by Publications 
Division, Yale Center of Alcohol Studies. New 
Haven, Conn.: Hillhouse Press, 1960. 246 pp. 
Price, $6.00. 


Dr. Jellinek has rightly been con- 
sidered the dean of research on alcohol 
problems. This new book by Dr. Jellinek 
titled: “The Disease Concept of Alco- 
holism” is a classic. Dr. Jellinek in this 
book surveys the historical development 
of attitudes toward alcoholism and ana- 
lyzes the way in which these concepts 
developed in the United States and in 
Europe. Particularly important are Dr. 
Jellinek’s new classifications of “the al- 
coholisms.” This is a fundamental piece 
of writing and lays the groundwork for 
a concept of alcoholism as an illness that 
is based upon scientific principles. The 
etiological theories of alcoholism are ex- 
tensively considered. One section of the 
book deals with the current and chang- 
ing beliefs and attitudes about alcohol- 
ism of the American public at large and 
the different special groups. 

Many things are said in this book 
which need to be said, and they are 
superbly stated by Dr. Jellinek. The 
book is basic to all who are interested 
in the problem of alcoholism, which in- 
cludes all those in public health whg in 
any manner are concerned with alcohol- 
ism as a public health problem. 

Joun R. Putte 
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PRINCIPLES OF PUBLIC HEALTH ADMIN- 
ISTRATION (3rd ed.)—By John J. Hanlon. 
St. Louis, Mo.: Mosby (3207 Washington 
Bivd.), 1960. 714 pp. Price, $10.50. 


With the appearance of the third 
edition of Dr. Hanlon’s book, it is 
obvious that this text has established 
itself. It is gratifying to be able to 
report this fact for this is a book that 
deserves to go through many editions. 
Based on the concept that public health 
is the application of scientific knowledge 
(physical, chemical, biological, social) to 
the health needs of the community, a 
societal point of view provides the or- 
ganizing focus for the special topics 
discussed in various chapters. As in the 
two preceding editions, Dr. Hanlon has 
brought the text up to date, while suc- 
ceeding in keeping a balance between the 
practical and the theoretical aspects of 
the subject. Although opinions will un- 
doubtedly differ on the emphases given 
to specific topics, this text remains the 
best all-round book for the student and 
the practitioner of public health. 

Georce Rosen 


FUNDAMENTALS AND POSSIBILITIES IN 
ANTI-TUBERCULOSIS VACCINATION— 
By Richard Prigge and Gunther Heymann. 
Toronto, Canada: University of Toronto Press, 
1960. 108 pp. Price, $5.00. 


Within 85 ordinary book pages, and 
with a minimum of small type, the 
authors have succeeded in summarizing 
what is currently known about the im- 
munology of tuberculosis. Contrary to 
the impression one might gain from the 
title, the approach is not pro-BGG but 
severely objective. The book should 
serve well both as a quick review of a 
complex subject and as a_ reference 
source for everyone interested in tuber- 
culosis, from the research worker to the 
health officer. 

The range of subject matter is broad. 
In addition to the expected material on 
resistance, immunity, allergy, and ex- 
perience with BGG, there is a valuable 
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up-to-date chapter on the immuno- 
chemistry of the tubercle bacillus. The 
tightly written text is amply documented 
by an extensive bibliography. 

The authors are director and scientific 
member, respectively, of the State Insti- 
tute for Experimental Therapy, Paul 
Ehrlich Institute, Frankfurt am Main. 
The excellent translation was done by 
H. Chandler Elliott of the College of 
Medicine, University of Nebraska. 

F. M. 


THE PRACTICE OF DENTAL PUBLIC 
HEALTH (rev.)—Proceedings of the Fourth 
Workshop on Dental Public Health, April 2-6, 
1956. Ann Arbor, Mich.: University of Michi- 
gan, Continued Education Service (109 South 
Observatory St.), 1960. 198 pp. Price, 
$3.00. 


As anticipated in our original review, 
this document has proved extremely 
popular and useful. This publication 
contains information about public health 
dental problems and the approach of 
public health dentistry which is not 
available elsewhere in so concise a form. 
It is therefore good to report that it is 
once again available for public health 
dentists, health officers, health educators, 
family dentists, and anyone else with an 
interest in this field. 

ARTHUR BUSHEL 


THE ALCOHOLIC PSYCHOSIS—By Benjamin 
Malzber, New Haven, Conn.: Yale Center of 
Alcohol Studies (52 Hillhouse Ave., Yale 
Station), 1960. 46 pp. Price, $2.00. 


This book deals with a description of 
alcoholic psychoses in the State of New 
York. After a brief historical descrip- 
tion of the proportion of alcoholic psy- 
choses in admissions to mental hospitals, 
the remaining sections report on more 
recent observations within New York 
State. The data consist of the first ad- 
missions to all hospitals for mental ill- 
ness in New York State from October 1, 
1948 to September 30, 1951, inclusive. 
This period was selected because of its 


relation to the federal census popula- 
tion. Average annual rates of admis- 
sions during this period were computed. 
Mainly useful as a reference, this pub- 
lication is a well documented descrip- 
tion of alcoholic psychoses admissions 
to the mental hospitals in New York 
State. Comparisons are made in such 
variables as age, sex, personality, use of 
drugs, type of alcoholic, psychoses, dura- 
tion of attack before hospitalization, resi- 
dence, marital status, economic status, 
occupation, education, racial and ethnic 
differences, and nativity. While not 
recommended for general reading, it is 
good to know of the existence of this 
work for those who are particularly con- 
cerned with this aspect of the alcoholism 
problem. Joun R. Puite 


A GUIDE TO COMMUNITIES IN THE ES- 
TABLISHMENT AND OPERATION OF 
PSYCHIATRIC CLINICS—New York State 
Division of Community Services and Com- 
munity Mental Health Services, Albany, N. Y.: 
State Department of Mental Hygiene (240 
State St.), 1959. 309 pp. Price, $2.00 pre- 
paid. 

This manual is a gold mine of useful 
information and guidelines for all who 
are either currently operating psychiatric 
clinies or are planning new clinics and 
community mental health programs. Of 
particular value is the appendix which 
contains illustrative clinical forms, statis- 
tical reporting forms, illustrative bud- 
gets, and job descriptions. It also 
includes the current New York State 
Community Mental Health Services Act. 
with its accompanying regulations and 
legal documents. 

New York was, in 1954, the first state 
to enact a community mental health serv- 
ices act for state aid for community 
mental health services. A number of 
states have followed New York’s example 
in the past five years. The first one 
hundred pages of the guide contains a 
discussion of clinic organization, com- 
munity relations, setting of standards 
and policies, and problems of everyday 
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clinic operation. A careful reading of 
these pages will help the new clinic ad- 
ministrator and clinic boards avoid many 
pitfalls. Warren T. VAUGHAN 


WATER FOR NEW YORK—A Study in State 
Administration of Water Resources— 
By Roscoe C. Martin. Syracuse, N. Y.: Syra- 
cuse University Press (University Station, Box 
87), 1960. 264 pp. Price, $5.00. 


The author presents herein the find- 
ings of researches in administration of 
water resources in the State of New 
York, conducted under a grant from Re- 
sources for the Future, Inc. Develop- 
ment is through concise thumbnail 
sketches of the legal and administrative 
structure evolved over the years, and 
through an evaluation of performance 
presented by means of “case histories” 
of four major aspects of water use: water 
supply as delineated by the Cannonsville 
Reservoir for New York City; flow regu- 
lation by an account of the Black River 
Regulating District; pollution abatement 
by the Buffalo River problem; and water 
power by discussion of the allocation of 
that generated by the St. Lawrence. In 
his conclusion the author recommends 
first steps in reorganization of the piece- 
meal approach toward the objective of 
orderly development and equitable use 
of the waters under leadership of the 
state government. 

Though this study is confined to 
specificities of the problems of one 
state and is perhaps of primary signifi- 
cance in the field of public administra- 
tion, from it the public health worker 
interested in the larger complexities of 
this essential resource may well draw 
lessons of value. CLARENCE J. VELZ 


LEISURE IN AMERICA: A SOCIAL IN- 
QUIRY—By Max Kaplan. New York, N. Y.: 
Wiley (440 Fourth Ave.), 1960. 350 pp. 
Price, $7.50. 


Standard definitions of leisure, e.g., 
“time free from the demands of work 
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or duty,” “unengaged time,” are better 
at describing what leisure is not than 
what it is. This book, which appears 
when there is more leisure for people 
and more people with leisure, is an at- 
tempt at dispassionate inquiry into 
leisure as a social-psychological phe- 
nomenon. The author, a sociologist and 
musicologist, is director of the Arts 
Center, School of Fine and Applied Arts, 
Boston University. He deals with such 
questions as: What is leisure? What 
trends in its use and distribution can be 
observed? What are its varied mean- 
ings and functions? How is leisure 
activity patterned by group and time? 
The book includes indexes by author and 
subject, as well as chapter notes which 
do double duty as bibliography. 


PSYCHIATRIE DER GEGENWART. FOR- 
SCHUNG UND PRAXIS. BAND Ii: KLIN- 
ISCHE PSYCHIATRIE—Edited by H. W. 
Gruhle; R. Jung; W. Mayer-Gross; and M. 
Miiller. Berlin, Gottingen, Germany: Springer- 
Verlag, 1960. VII+1229 pp. DM 120. (For 
subscribers DM 96.) 


Although this is the second volume in 
a set of three, it is the first to be pub- 
lished. The three volumes are intended 
to present the international evolution 
of psychiatry over the past 25 years. 
The first volume will deal with the gen- 
eral theory and methods of psychiatry, 
while the third is to cover social and 
applied psychiatry. The volume noted 
here is devoted to clinical psychiatry 
and covers the endogenous psychoses, 
neuroses, psychopathies, addictions, or- 
ganic psychoses, epilepsy, mental defect, 
and the psychiatric conditions of child- 
hood and old age. The majority of the 
contributors came from the German 
language area of central Europe, but 
there are also contributions from Eng- 
land, the United States, and Venezuela. 
For those concerned with community 
mental health this volume, and _pre- 
sumably its two companions, will be most 
useful for reference purposes. 
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NAISSANCE ET DEVIATION DE LA 
THEORIE CELLULAIRE DANS L'OEVRE 
DE THEODORE SCHWANN—By Marcel 
Florkin. New York, N. Y.: Pierre Bérés (681 
Fifth Ave.), 1960. 244 pp. Price, $5.00. 


The year 1960 marked the 150th 
anniversary of the birth of Theodore 
Schwann, who with Schleiden, founded 
the cell theory. For this occasion Florkin, 
professor at the University of Liége, who 
has written several volumes on the medi- 
cal history of Liége, produced the first 
full-scale biography of this illustrious 
founder of modern biology. While the 
researches on which Schwann’s fame is 
based were carried out in Germany, he 
was professor in Belgium for 40 years. 
The biography is based on original docu- 
mentary sources, and is profusely illus- 
trated. It is a study of Schwann’s scien- 
tific work, and of his mystical and re- 
ligious thought. Those who wish to 
know more about one of the founders of 
modern biology and microbiology will 
have to consult this volume. 


THEORETICAL STUDIES IN SOCIAL OR- 
GANIZATION OF THE PRISON—By 
Richard A. Cloward; Donald R. Cressey; 
George H. Grosser; Richard McCleery; 
Lloyd E. Ohlin; Gresham M. Sykes; and 
Sheldon L. Messinger. New York, N. Y.: Social 
Science Research Council (230 Park Ave.), 
1960. Vi+-146 pp. Price, $1.50. 


This volume is the work of a Con- 
ference Group on Correctional Organiza- 
tion, which met during 1956 and early 
in 1957 under the sponsorship of the 
Social Science Research Council. While 
this monograph does not deal with pub- 
lic health in the narrow sense, there is 
much of interest in it for the public 
health student interested in the working 
of institutions, particularly in terms of 
their communication system. There is 
also much of interest here for those con- 
cerned with mental health and illness, 
specifically in terms of the relations be- 
tween the treatment and administrative 
viewpoints. 
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Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


Annuat Report or THe Liprartan or Con- 
GRESS FOR THE Fiscat Year Enpinc June 
30, 1960. Washington, D. C.: Gov. Ptg. 
Office, 1961. 156 pp. 
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WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Global Influenza—Here, surely, is 
a document for your “working” library 
—the full proceedings of the 1960 In- 
ternational Conference on Asian Influ- 
enza. With 30-odd papers, comprising 
in all 219 pages of fine print, there 
is so much covered that it would be 
quite impossible to say anything de- 
scriptively useful here about the globe- 
circling discussions. 

Anon. International Conference on Asian 
Influenza. Am. Rev. Resp. Dis. 83,2 (Part 2): 
1 (Feb.), 1961. 


Name the Nation—Just for fun, 
insert the national adjective that most 
properly would complete the following 
quotation: “The behavior of 
conservatism, when it meets with a new 
idea over the years, settles into a stand- 
ard pattern. One begins by ignoring 
the idea. If however, it survives this 
neonatal period, one goes on to criti- 
cize. . . . If it still survives, one an- 
nounces that one is going to give it 
serious and earnest consideration, a 
process which in skilled hands can 
waste anything between five and 50 
years. Next comes the take-over bid, 
after which one can at leisure either 
smother the idea, remodel it entirely, 
or announce with emphasis and convic- 
tion not merely that one has always 
been in favor of it, but one really in- 
vented it. The appointment of the 
Health Council is an indication 
that the health education idea has now 
reached a fairly late stage of phase 
three.” 


Anon. Health Education Under Scrutiny. 
Pub. Health 75,4:193 (May), 1961. 


Frailty, Thy Name Is—Disabilities 
resulting in an absence from work for 
a week or more are consistently higher 
among women employees than men, in 
the company’s experience reported here. 
And the older the women grow the 
greater the relative frequency. Causes 
of disability, by age, sex, time of year, 
are tabulated. Women’s winter disabili- 
ties are much more numerous than 
men’s, but when the vacation months 
arrive the curves of incidence tend to 


approach one another. 

Anon. Incidence of Disability in 1960. 
Statist. Bull. Metrop. Life Insur. Co. 42,3:5 
(Mar.), 1961. 


Large View—“In this summary re- 
port (a Senate committee) reviews the 
principle findings of its studies, and 
presents its conclusions as to the nature 
of the task (of water conservation) 
which faces the Nation in the years 
ahead.” The committee recommenda- 
tions urge more comprehensive plan- 
ning, strengthening state participation, 
improving research, periodic assess- 
ments of supply-demand situations, flood 
plans and reservoir construction, and 
better use of publicity to stimulate pub- 
lic interest. (See also, Mussey. O. D. 
How Much Water Do We Have? How 
Much Do We Need? and Wo tman, A. 
Water and Society.) 

Anon. Summary Report of Senate Select 


Committee on National Water Resources. J. 
Am. Water Works A. 53,4:371 (Apr.), 1961. 
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Needs vs Means—An APHA com- 
mittee offers a much needed guide for 
the prevention and solution of fringe- 
area sanitation problems. The local 
health department should play a vital 
role, say the committee, in encouraging 
the working out and adoption of plans 
and codes based upon the guide, but 
it is pointed out that 40 per cent of 
the country’s 185 “Standard Metropoli- 
tan Statistical Areas” have incomplete 
health department coverage in the 
fringe-areas, and that 40 per cent of 
the 207 counties that surround cities 
of from 25 to 50,000 population— 
potential “Standard Areas”—have no 
local health departments. 


Committee Report. Fringe-Area Sanitation. 
Pub. Health Rep. 76,4:309 (Apr.), 1961. 


What They Ask—lIn England where 
medical advice and care are “free” (in 
the National Health Service) people 
still write to the magazine health editor 
for advice. What they want to know 
and what one such medical editor an- 
swered are reported in instructive de- 
tail. “The wide range of questions in- 
dicates that health education needs have 
no limitations,” thinks the reporter. 

Dauzett-Warp, A. J. Health Education by 


Correspondence. Health Ed. J. 19,1:39 (Mar.), 
1961. 


Misinformed People—After a pleb- 
iscite on the matter of water fluorida- 
tion, a sampling of voter opinion re- 
vealed some unexpected findings. The 
accepted assumption that an educational 
campaign will increase the profluorida- 
tion vote is undermined—for there was 
found little evidence that the proponents 
were much better informed than the 
opponents (some who voted for it 
thought fluoridation “purified” the 
water). Though there may be a sizable 
group whose opinions might be strength- 
ened and their intentions consolidated 
by education, there were some misin- 
formed proponents who might have 
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been, by the same propaganda, “edu- 
cated” into opponents! This paper is 
really worth your alerted attention. 
Even though you, mercifully, may never 
be involved in this contentious public 
business, please look up the paper. 

Gamson, W. A. Public Information in a 
Fluoridation Referendum. Health Ed. J. 19, 
1:47 (Mar.), 1961. 


Bending the Twig—You will find 
a lot of nutriment for rumination in this 
report upon an inconclusive attempt to 
influence teen-age children against 
smoking by scaring them with the 
eventual likelihood of lung cancer if 
they smoke. Some of the educatee’s 
rather arresting reactions to a gory film 
—an American import—are recounted 
as was the general lack of interest 
aroused by an objective, factual, and 
statistical B.B.C. motion picture. Ap- 
parently a more immediate and positive 
good health appeal was not included in 
the project. 

Jerrerys, M., and Westaway, W. R. Catch 
Them Before They Start. Health Ed. J. 19,1:3 
(Mar.), 1961. 


Decibel Damage—The difficulties of 
inducing workers in noisy industrial 
operations to wear earplugs are dis- 
cussed by an audiologist and a company 
nurse. One industry that succeeded in 
enforcing a hearing-conservation pro- 
gram is reported upon. This seems to 
be a subject that should interest more 
of us than just our relatively few oc- 
cupational hygienist members. 

Mass, R. B., and Grzona, A. G. Hearing 
Protection in Industry. Nursing Outlook 9,5:281 
(May), 1961. 


Nonparalytic Polio Helped Too 
—In a major polio outbreak, the triply 
vaccinated (with Salk vaccine) enjoyed 
a 73 per cent protection among the non- 
paralytic cases and a 77 per cent pro- 
tection among the paralyzed. All were 
Type 1 infections. Highest incidence 
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occurred in “under fives” and in the 
lower economic levels, especially Negroes. 
Marine, W. M., et al. Effectiveness of Salk 
Vaccine in Reducing Nonparalytic Polio- 
myelitis in a Large Urban Epidemic. New 
England J. Med. 264,18:905 (May 4), 1961. 


Willing Water—About a third of 
the rain that falls on our favored land 
becomes available for our use. And a 
third of that is actually used. Out of 
that third, one more third is totally 
consumed—the remainder, somehow, re- 
turns to the rivers for other people’s 
water supply. So one may conclude 
that the great part of the rain that 
falls on the just (and others) might 
be better conserved for the future, 
should we have the brains and where- 
withal to save it. (Recommended read- 
ing for all.) 

Mussey, O. D. How Much Water Do We 
Have? How Much Do We Need? Water Works 
Eng. 114,4:280 (Apr.), 1961. 


In Lighter Vein—Subtitled “An 
incurable disease, neither exacerbated 
nor alleviated by rejections, repeated re- 
quests for revision, or acceptance” this 
paper is a highly entertaining history 
of one public health nurse’s avocation. 
Any reader—if there be one such—who 
has never even once scratched the itch to 
write might just as well ignore these 
confessions of one “incurable.” All 
others will like it. 


Noonan, M. P. An Irresistible Urge to 
Write. Nursing Outlook 94,4:246 (Apr.), 1961. 


Oriental Eggs—lImported egg prod- 
ucts carrying various species of Sal- 
monellae were used in ordinary cake 
and confection mixtures and then sub- 
jected to the usual baking heats. Though 
Salmonellae did not survive the baking 
heats, some of the finished products 
were cross-infected by the fingers of 
the bakers who had previously handled 
the raw, or frozen egg material. Flies 
also helped! 


Parry, W. H. The Survival of Salmonellae 
in Baked Confectionery. M. Officer 105,14:197 
(Apr. 7), 1961. 


Cincinnati Experience—Last year 
live attenuated poliomyelitis vaccines 
of all three types were given to many 
thousands of preschool and school chil- 
dren and several thousand adults. There 
were no untoward reactions reported. 
With the exception of an imported in- 
fection, there were no cases during the 
year among the almost one million 
Cincinnatians. Serologic studies indi- 
cated that susceptible children satis- 
factorily developed antibodies for all 
three types and there was found to 
be a marked booster effect in children 
previously protected with Salk vaccine. 
A rather extensive spread to exposed 
and susceptible contacts occurred. 

Sastn, A. B., et al. Community-Wide Use of 
Oral Poliomyelitis Vaccine. A.M.A. Am. J. 
Dis. Child. 101,5:546 (Mar.), 1961. 


Proud Record—aAbout three and 
a half million small Czechoslovakians 
(93 per cent of all) were vaccinated 
with live, oral poliovaccine. “In view 
of the extremely favorable epidemiologic 
results . . . we felt it necessary to vac- 
cinate all children who were born after 
last year’s vaccination campaign , 
and to revaccinate at least the children 
vaccinated in 1960 with one dose of 
trivalent vaccine. Most probably we 
shall revaccinate all children vaccinated 
last year for the first time. . . . We 
assume that live poliomyelitis vaccine 
gives real hope for the complete eradi- 
cation of poliomyelitis in our country.” 

Skovranek, V., and Zacex, K. Oral Polio- 
virus Vaccine (Sabin) in Czechoslovakia. 
J.A.M.A. 176,6:524 (May 13), 1961. 


Lions Club-Health Staff—In_ use- 
ful detail here is a story of eye-screen- 
ing clinics carried on jointly by volun- 
teers and a community’s health people 
and the work done by both in the 
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clinics. The success of this cooperative 
venture has made the idea so infectious 
that nine other communities have under- 
taken similar clinic services. 

Taupennaus, L, J. Glaucoma Screening in 
Brookline. Sight-Saving Rev. 31,1:18 (Spring), 
1961. 


Improvement Claimed—Recently 
a purified and concentrated (killed) 
poliovaccine has been developed with 
precisely standardized optimal amounts 
of antigen which immunizes (in two 
doses) better than 90 per cent of non- 
immunes against all three types of virus. 
The vaccine is cleared of all detectable 
monkey-kidney substance. The authors 
suggest that this product fulfills the 
urgent need for a safe, rapid, and 
consistent protection. 


Wernt, C., et al. Purified Poliomyelitis 
Vaccine—Clinical Appraisal. J.A.M.A. 176, 
5:409 (May 6), 1961. 


Water Economy—For a stimulat- 
ing and revealing discussion of the 
social economics of water supply, this 
paper is urgently called to your notice. 
In varying degree most nations of the 
world suffer because of deficient and 
inadequate public water facilities. The 
billions of investment capital needed 
to create the sorely needed supply sys- 
tems around the world stagger the 
imagination of the ordinary citizen and 
statesman alike, but the needed capital 
can be found when national leaders 
fully realize how essential water is to 
social advancement and to life itself. 

Woiman, A. Water and Society. Pub. 
Health Rep. 76,4:296 (Apr.), 1961. 
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requests to the addresses given. 


If lll, Arrange for Arrest 


Excluding those committed through 
the courts, about half the patients ad- 
mitted to four state mental hospitals 
in Maryland are escorted there by 
police officers “armed with routine 
papers.” The patient has not committed 
a crime, but is simply subject to a 
procedure characterized as a relic of 
“The Elizabethan Age, poor-law con- 
cepts of ‘indigent lunacy.’ ” This opinion 
is expressed in “Finding the Way to 
the Mental Hospital” published by the 
Maryland Association for Mental Health 
which indicts the system citing many 
chapters and verses. Physicians, hos- 
pital accident room personnel, even ad- 
mitting officers of state psychiatric hos- 
pitals must fall in with a procedure 
of which the following is typical. 

A physician treating a depressed and 
suicidal man “had advised calling the 
police, who thereupon assumed respon- 
sibility for the patient’s management.” 
This required that he be charged with 
disturbing the peace and placed in jail. 
There he then spent three and a half 
days without medical attention, await- 
ing the reopening of the Magistrate’s 
Court. At the hearing the judge “sus- 
pected that the prisoner was, in legal 
terms, ‘a lunatic or insane.”” Follow- 
ing legal precedent, the magistrate con- 
fined the prisoner to the state hospital. 
“The Sheriff provided the transporta- 
tion.” As a_ similarly-treated young 
woman put it after she had left the 
hospital: “I recovered . . . but I don’t 
think my poor kids will ever recover 
from the shock of seeing the cops come 
to take me away.” 

The booklet readily points out that 
one cannot lay all the blame for this 


on state laws. Agencies have been slow 
to realize that under existing law, many 
things can be done to get the mentally 
ill person treated as a patient not a 
prisoner. And many agencies are now 
reinterpreting the law to the patient’s 
advantage. “Nor can the law be blamed 
for the confusion and misinformation 
prevalent in the whole community” it 
is pointed out. 

If it is widely and wisely read; this 
condensation of a research report made 
by the Health and Welfare Council of 
the Baltimore Area may go a long way 
in reducing such “confusion and mis- 
information.” It explains who the men- 
tally ill are, discusses procedures which 
would change commitments into admis- 
sions, and gives local communities a 
very particular bag to hold, with recom- 
mendations for action based on a clear 
statement of objectives. 

Maryland Association of Mental 
Health is at 2100 N. Charles St., Balti- 
more, 18, Md. S. Steven Rosner, its 
executive director, can provide informa- 
tion on availability. Smith, Kline and 
French Laboratories financed the publi- 
cation. 


Standards to Protect Uranium Miners 


“American Standard Radiation Pro- 
tection in Uranium Mines and Mills 
(Concentrators) N7.7-1960” specifies 
minimum requirements for the protec- 
tion of workers from overexposure to 
radiation and radioactive dusts and 
gases in the mining, transporting, and 
refining of ores to produce uranium 
concentrates suitable for the feed ma- 
terials production plants. APHA is one 
of the 21 organizations represented on 
the American Standards Association 
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sectional committee which developed the 
standards for the guidance of manage- 
ment and regulatory agencies. Copies 
from the ASA, Department PR 211, 10 
East 40th St., New York 16, N. Y.; $2. 


Research in Operational Settings 


“Social Research in Health and Wel- 
fare Agencies” is the report of a con- 
ference in Albany, N. Y., in June, 
1960, attended by about 60 persons, 
half of them administrators of public 
and voluntary health and welfare agen- 
cies, and half behavioral scientists and 
social research personnel. They con- 
ferred on the types of problems which 
arise when social research is conducted 
in agency settings and in relation to 
agency programs, and did not gather 
“to extol the values of behavioral sci- 
ence or of social research for agency 
practitioners.” Papers and discussion are 
presented, skillfully edited, under three 
headings: relationships between the re- 
searcher and administrator; social re- 
search in different agency settings; 
and utilization of social research in 
agency program evaluation. Russell 
Sage Foundation helped finance the con- 
ference. It is hoped that wide circula- 
tion of the report will further the de- 
velopment of the “growing reciprocity 
of practice and research.” Available 
from the conference’s sponsor, State 
Charities Aid Association, 105 East 
22nd St., New York 10, N. Y.; $1. 


What Price Delay? 


The Public Health Service’s new 
booklet, “The Costly Time Lag,” seeks 
to arouse citizen interest by showing 
the price paid for delay between the 
discovery and the putting to work of 
new health measures. Some major rea- 
sons for this expensive hiatus: New 
knowledge is emerging in unprecedented 
profusion; communities are hard put 
to organize for applying new science 
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as it develops; many communities lack 
the necessary personnel, facilities and 
resources to begin with; in contrast 
to communicable diseases which tend 
to get the patient to the doctor quickly, 
some important modern diseases develop 
“silently,” with nonalerting symptoms. 
Nor, it would seem, do patients or doc- 
tors exercise that “determined and con- 
tinuous effort” demanded for the restor- 
ing of lost functions. The suggestion is 
clear that in all this the public and 
its leaders share the responsibility of 
practitioners. Communities must work 
with, support, and, if necessary, inspire 
the health professions in setting up pat- 
terns of service to reduce unnecessary 
suffering due to disuse of hard-earned 
new science. 

“It is impossible . . . to put a price 
on... suffering and grief” the booklet 
acknowledges, but it spells out some of 
the expense and waste in regard to 
cancer, heart disease, mental illness, 
crippling conditions, eye and chest dis- 
eases, polio, and dental caries—for ex- 
ample, 40 million American children 
are growing up without the protection 
of fluoridated water. 

Drawings supplement an uncrowded 
text which ends on the note of “How 
You Can Help.” PHS Publication No. 
813, Gov. Ptg. Office, Washington 25, 
D. C.; 20 cents. The Bureau of State 
Services, PHS, Washington 25, D. C., 
many be able to supply single copies 
gratis. 


Truism That Bears Repeating 


A study report that qualifies on sev- 
eral counts as a companion to the article 
cited in Association News, page 1066, is 
“Participation of Social Workers in 
Medical Education.” Published by the 
National Association of Social Workers 
through the generosity of the National 
Foundation, it presents the findings from 
a questionnaire to which 349 social 
workers in 55 accredited medical schools 


replied. The report outlines certain 
characteristics of the social workers 
teaching in medical schools, and ana- 
lyzes the content and method of their 
teaching. In a sense, it also measures 
the extent to which medical education 
concentrates on social as contrasted with 
natural sciences. In its discussion of 
study background the report allows that 
the importance of social and environ- 
mental factors in not new to medicine, 
but pertinently quotes from Henry E. 
Sigerist’s book “The University at the 
Crossroads,” 1946: “The statement that 
medicine is a social science sounds like 
a truism, yet it cannot be repeated often 
enough because in medical education we 
still act is if medicine were a natural 
science and nothing else.” Persons en- 
gaged in the education and training of 
a variety of health workers would find 
applicable material here. From NASW, 
95 Madison Ave., New York 16, N. Y.; 
$2. 


Lessons from Recruiting Experience 


A booklet, “Recruiting for Social 
Work,” is one of the results of a seven- 
year project of the Medical Social Work 
Section, National Association of Social 
Workers. Guiding ideas of the project 
from its start: In recruiting medical 
social workers one needs to recruit for 
the whole profession and to coordinate 
efforts with other health and welfare 
groups in need of personnel. Also, the 
most effective recruiting is done at the 
local level on a person-to-person basis. 
Author Elizabeth R. Jacobs, NASW con- 
sultant, transfers the data accumulated 
through the study into good reading. 
She exemplifies in her prose the first 
principle enunciated in the booklet, 
namely, that “Recruiting for social work 
is not an abstract academic exercise 
but a down-to-earth selling job.” The 


booklet proceeds to show how to survey 
the social work shortage in the com- 
munity, how to find prospective candi- 
dates, how to train recruiters, and de- 
scribes a variety of technics for putting 
the message across. Full of concrete 
examples and side lights—e.g., para- 
graph entitled “Look Sharp.” From the 
National Association of Social Workers, 
95 Madison Ave., New York 16, N. Y.; 
$1.25. 


Forward in Air Pollution Control 


“An Appraisal of Air Pollution in Min- 
nesota” gives the results of a survey 
conducted by the Minnesota Department 
of Health with the cooperation of the 
Public Health Service. In 73 pages 
it treats with such topics as the sources 
and effects of air pollution, air sampling 
activities, weather and terrain, popula- 
tion, legislative patterns, and metropoli- 
tan area problems. Findings and rec- 
ommendations are based upon limited 
air quality measurements, interviews 
with local officials, questionnaires, ob- 
servations of investigators, and review 
of available data. One of the objectives 
of the study was “to provide a basis 
upon which state and local agencies 
may determine the most suitable type 
of legislation.” Available from Robert 
A. Taft Sanitary Engineering Center, 
Public Health Service, 4676 Columbia 
Parkway, Cincinnati 26, Ohio. 


“A Digest of State Air Pollution 
Laws—1960 Edition” (first published in 
1959; see A.J.P.H., May, 1960, p. 758) 
is now available. Contains complete 
source references to the laws quoted, 
and includes laws enacted in 1960. 
Public Health Service Publication No. 
711 (revised 1960), Gov. Ptg. Office, 
Washington 25, D. C.; 75 cents. 
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WHO News 


Reassessing Preclinical Curricula 


“The Teaching of the Basic Medical 
Sciences in the Light of Modern Medi- 
cine” (Eighth Report of the Expert 
Committee on Professional and Tech- 
nical Education of Medical and Aux- 
iliary Personnel) relates several new 
developments in technology and some 
changing social attitudes to the pre- 
clinical years of medical education. 
Among the new catalysts: the advent 
of ionizing radiation in potentially harm- 
ful dimensions; the increasing knowl- 
edge of genetics; more recognition of 
the worth of preventive medicine; and 
a deeper realization that medicine is 
a part of, and reflects, society. Many 
valuable and universally applicable con- 
cepts are presented succinctly. Worth 
quoting: 

“The motives that lead students to adopt 
medicine as a career naturally vary widely, but 
common to the great majority is the praise- 
worthy desire to care for patients and to be 
successful in the treatment of the sick. The 
concept of prevention in relation to disease 
is a more sophisticated and less familiar one 
which can rarely have the same appeal to the 
young students as that presented, often much 
more dramatically, by some successful medical 
or surgical treatment. For this reason, the 
more thoughtful and discerning the student, 
the more likely it is that he or she will appre- 
ciate the remarkable successes that have fol- 
lowed many medical advances in the preven- 
tion as well as in the treatment of diseases. 
But it is not to be denied that those teachers 
who wish to gain the interest and sympathy 
of the students for preventive ideas in medi- 
cine have a more difficult task and have to 
work harder and more persuasively for their 
ends than their clinically oriented colleagues. 
At the same time, it cannot be wholly dis- 
regarded that a possibly important reason for 
the indifference of many students in the past 
towards preventive ideas in medicine has been 
the unaccountable dullness with which a sub- 
ject that intrinsically is of deep interest has 
been presented to them.” 
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WHO Technical Report Series, 1961, 
No. 209; 31 pp; 30 cents; also in 
French and Spanish. From Columbia 
University Press, 2960 Broadway, New 
York 27, N. Y. 


Standards for Potable Water 


It is occasionally pointed out that 
standard setting is risky—the tendency 
is to confuse minimum with maximum 
standards. The new 1961 WHO publi- 
cation, “European Standards for Drink- 
ing-Water,” makes such a point. The 
authors describe an earlier (1958) WHO 
publication, “International Standards for 
Drinking-Water,” as proposing “mini- 
mal standards which are considered to 
be within the reach of all countries.” 
In some areas, however, a better quality 
of water will be possible, and these 
“should be encouraged to attain such 
higher standards. . . . Europe is such 
an area. . . . One of the objects of 
having standards at all is to stimulate 
improvement in water quality.” 

The new document results from meet- 
ings of experts in Copenhagen in 1959 
under the aegis of the WHO Regional 
Office for Europe. Its two major sec- 
tions are on bacteriological examina- 
tion and physical and chemical exami- 
nation. Many references are made to 
the tenth edition of “Standard Methods 
for the Examination of Water, Sewage, 
and Industrial Wastes,” published by 
APHA, American Water Works Asso- 
ciation, and Federation of Sewage and 
Industrial Wastes Associations. 

Available through Columbia Univer- 
sity Press, 2960 Broadway, New York 
27, N. Y., for 60 cents. Also in French. 


Nigerian Named to WHO African Office 


C. M. Norman-Williams, M.D., of 
Nigeria has been appointed director 
of health services in the WHO African 


Regional Office in Brazzaville. He will 
be the first senior officer under the 
regional director, F. C. Cambournac, 
M.D. The appointment is for two years, 
during which he will be seconded from 
his post as chief medical adviser in the 
federal government of Nigeria. Since 
1959 he has been the Federation of 
Nigeria’s chief delegate to the World 
Health Assembly and its representative 
to WHO's Regional Committee for Africa. 


France to Open Public Health School 


The former palace of the bishops of 
Brittany in Rennes, France, will become 
the seat of the new National School of 
Public Health, to open in October, 1961. 
This is a provisional location. The 
school will eventually be located at the 
future hospital center in Pontchaillou, 
where it will have a medical school as 
neighbor. 

The school will prepare young physi- 
cians who have chosen careers “as 
officials in the exterior services of the 
Ministry of Public Health” according 
to the Paris newspaper “Le Monde” 
(February 23, 1961). Their fellow stu- 
dents will be candidates for positions as 
hospital directors, “hospital economists,” 
engineers, architects, and “urbanists.” 
It is expected that the school “will be 
called upon to render numerous services, 
not only to the departmental administra- 
tions, but also to the young countries 
of the (French) Community.” 


“Maybe if they were outlawed .. ." 


Americans traveled an estimated 700 
billion miles in automobiles and other 
motor vehicles in 1959, more than twice 
the distance they covered in 1946. But 
according to figures published by the 
Automobile Manufacturers Association 
(“Automobile Facts and Figures, 1961 
Edition”) which cites “Accident Facts” 
of the National Safety Council, Ameri- 
cans now appear to be safer on the 
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roads than in 1946. That year approxi- 
mately ten persons died per 100 million 
vehicle miles traveled; in 1959 this 
was down to about five deaths. Although 
these figures indicate some progress, 
the toll of almost 38,000 deaths on 
the nation’s highways in 1959 is still 
carnage. 

Substantial evidence is increasingly 
offered that a widespread use of safety 
seat belts would improve safety on the 
highway. Heeding this, all major domes- 
tic automobile manufacturers recently 
announced their intention to install seat 
belt hardware as standard equipment in 
the 1962 models, but not the belts them- 
selves. It is now expensive to drill holes 
in the floor and have hardware installed. 
Those buying 1962 models will have to 
pay out only for the belt—around $5, 
it is said. One manufacturer has prom- 
ised to make the belts themselves avail- 
able to dealers at cost, urging them to 
install the belts on a nonprofit basis. 
The legislature in New York State has 
gone a step further than the manu- 
facturers. It now requires that all 
vehicles made after June, 1962, that 
are sold in the state be equipped with 
anchorage units for attaching at least 
two sets of safety belts for the front 
seat. 

The manufacturers’ decision has been 
made in the face of apparently decreas- 
ing public interest in and acceptance 
of seat belts. In 1955, one large auto- 
mobile maker offered a safety package 
in which seat belts came as optional 
equipment. That year 7 per cent of the 
buyers of this car chose the option; 
“Today, the installation rate has slumped 
to two and seven-tenths per cent,” ac- 
cording to the Journal of American In- 
surance (May, 1961). In an article 
titled “Do Seat Belts Need a Crusade?,” 
the JAI quotes an automobile research 
engineer: “With such a low acceptance, 
there is little justification, economically 
or psychologically, for the industry to 
force 99 per cent of our buying public 
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to purchase such equipment.” One 
safety belt advocate’s suggestion for 
stimulating public interest: “Maybe if 
they were outlawed . . . they’d catch on.” 
Such conversion as there is to the seat 
belt idea is mainly being effected 
through sophisticated groups, for ex- 
ample, a few health departments, over 
30 state police patrols, and some com- 
mercial organizations that have installed 
the belts in their fleets. 

In a special memorandum, Consumers 
Union, with headquarters in Mt. Vernon, 
N. Y., applauds the decision of auto- 
mobile manufacturers but reminds pro- 
ponents to “recognize and pass along 
to the public some realistic perspec- 
tives.” Using data from the Automobile 
Crash Injury Research project of Cor- 
nell Universii,. the group points out 
that “Even though the individual using 
a seat belt can reduce his own risk 
of severe injury by about 35 per cent 
and might reduce his own risk of death 
by anywhere from 25 to 50 per cent, the 
national highway fatality toll would re- 
flect this much reduction only if all 
cars, old and new, have seat belts for 
all passengers, and the belts are used.” 
And even if all 1962 model cars had 
belts installed, and these cars were 10 
per cent of the cars on the road that 
year, “the overall reduction of severe 
injuries could be no more than 3.5 per 
cent... and... of deaths would be 
likely to be no more than about 2.5 
to 5.0 per cent. . . . We therefore must 
consider the possibility that widespread 
disillusionment with seat belts may re- 
sult in 1963.” The memorandum also 
expresses the hope that other passenger 
protective features such as crash pad- 
ding and better door locks will not be 
neglected in an upsurge of public in- 
terest in seat belts. 


Physicians Not-In-Private Practice 


The Committee on Medical Facilities, 
Council on Medical Service, American 
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Medical Association, has made a study 
“to evaluate the relationship of physi- 
cians who are not-in-private practice to 
those in private practice.” Four ques- 
tions were answered. 

What has been the growth in the 
number of physicians not-in-private 
practice? Growth has been steady since 
1931. Excluding interns and residents, 
the estimated number today is 39,000. 

Given such growth, what is the sig- 
nificance of this development? An in- 
creasing proportion of care is being 
rendered or directed by these physi- 
cians, for example, the some 22,000 
employed by federal, state, and local 
governments. But this number, 10 per 
cent of the total physician count, is 
responsible for programs that account 
for some 24 per cent of all public and 
private expenditures for health and 
medical care. Other influential devel- 
opments: the growing number of physi- 
cians employed full time in hospitals, 
medical schools, consumer and labor 
sponsored plans, and industrial health 
programs. 

What is the AMA membership record 
of physicians not-in-private practice? 
Thirty-five per cent are active dues- 
paying members (excluding residents, 
interns, the retired) in contrast to a 
75 per cent figure for physicians in 
private practice. 

Why is this? A technical cause may 
stem from some medical societies not 
welcoming the entry of these physicians 
into organized medicine. Among sub- 
stantive factors: eligibility of some for 
service (dues-exempt) membership; the 
attitudes of private practitioners toward 
them; their belief that organized medi- 
cine is overstressing socioeconomic as- 
pects of medicine and understressing 
the scientific side; given the emphasis 
on private practice, the feeling they 
might be intruding if they took an 
active part. 

In order to make AMA more repre- 
sentative of all doctors, “and as attrac- 


tive as possible to all physicians regard- 
less of the category of professional 
interest,” the committee recommends 
that state and local societies make every 
effort to bring the not-in-private practice 
physician into active voting member- 
ship. For example, it is suggested that 
societies waive requirements that a state 
license be obtained when a physician 
does not need one for his employment, 
or that they repeal constitutional pro- 
visions which limit the vote to private 
practitioners. It suggests also that socie- 
ties reevaluate the programing of their 
meetings. In addition the committee 
asks among other things that the AMA 
help local societies implement these rec- 
ommendations and reevaluate program- 
ing at the national level. 

The AMA is now completing arrange- 
ments to follow up the report’s recom- 
mendations with its constituent societies. 


In Brief 


The American Board of Microbiology 
has initiated a program for certifying 
microbiologists in public health and 
medical laboratory microbiology at the 
doctoral level. In addition the board 
has established the National Registry 
of Microbiologists “to recognize per- 
sons with such a degree of education 
in the field . . . at the bachelor’s level, 
that these individuals have an adequate 
understanding of the scientific basis of 
applied methods.” Details from the 
board, at 232 Burrill Hall, University 


of Illinois, Urbana. 


Recipients of 1961 Albert Lasker 
Medical Journalism Awards are: Berton 
Roueche for his “Annals of Medicine: 
Alcohol,” a series published in the New 
Yorker (Magazine); Don Seaver for 
his series on “North Carolina’s Ne- 
glected Mentally Ill Children” in the 
Charlotte Observer (Newspaper); CBS 
Television for its “Biography of a Can- 
cer” program (Network); and KCRA- 


TV. Sacramento, Calif., for “Face of 
Despair,” on the mentally ill (Station). 
Vice-President Lyndon B. Johnson gave 
the major address at the Awards Lunch- 
eon on May 4. 


The International Union A zainst Can- 
cer announces that the Vi‘I Interna- 
tional Cancer Congress will be held in 
Moscow, July 22-28, 1962. Papers on 
experimental, clinical, and control as- 
pects that will not have been published 
or presented before the opening date 
are invited, but abstracts must be sub- 
mitted before November 1, 1961. A 
limited number of travel awards to in- 
vestigators are available. Detailed in- 
formation from Dr. Harold F. Dorn, 
General Secretary, IUAC, National In- 
stitutes of Health, Bethesda 4, Md. 


The newly elected officers of the Asso- 
ciation of Schools of Public Health are: 
president, Hugh R. Leavell, M.D., Har- 
vard School of Public Health; vice 
president, Ernest Stebbins, M.D., Johns 
Hopkins School of Hygiene and Public 
Health; and secretary-treasurer, M. B. 
Bethel, M.D., University of North Caro- 
lina School of Public Health, Chapel 
Hill. 


The New Jersey Health Officers Asso- 
ciation celebrated its 50th anniversary 
in April. On the occasion Roscoe 
Kandle, M.D., state health commissioner, 
paid tribute to the contributions of the 
group which is representative of the 


567 boards of health in the state. The 
state looks forward, he said, to the 


“disappearance of the artificial segmen- 
tation of communities . . . or the health 
environment with which we clearly must 
deal collectively.” David T. Blake of 
Princeton is president of NJHOA. 


The 13th series of Institutes for Phy- 
sicians and Nurses in the Care of Pre- 
mature Infants, conducted at the New 
York Hospital-Cornell University Medi- 
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cal Center and sponsored by the Chil- 
dren’s Bureau and the New York State 
Department of Health, will begin Sep- 
tember 18, 1961. Definitely scheduled 
to follow in this series are institutes in 
November, 1961, and in January, 
March, and May, 1962. Early appli- 
cation is advised. For details write 
Box 143, the New York Hospital, 525 
East 68th St., New York 21, N. Y. 


Said to be “the nation’s first” is a 
specialized graduate training program 
in chronic disease and occupational 
hazards offered by the Institute of In- 
dustrial Health, University of Cincin- 
nati. The institute is an activity of the 
Kettering Laboratory of the medical 
school. The program, supported by a 
grant from the Public Health Service, 
will emphasize epidemiological, biosta- 
tistical, and mathematical applications 
in the solution of occupational health 
problems and will lead either to a 
master or doctor of science degree. 
Further information from John T. Phair, 
M.D., Director, Division of Preventive 
Medicine, University of Cincinnati, Col- 
lege of Medicine, Cincinnati, Ohio. 


New York State Department of Health 
anounces a new three-year residency in 
epidemiology. Following a first year 
of work with practicing epidemiologists, 
the Fellows will spend the second at one 
of the nation’s 11 accredited schools 
of public health. They will devote their 
final 16 months of residency to inde- 
pendent research. Fellows will receive 
full support, tuition, and dependency 
allowances throughout the three years. 
Information from William Haddon, Jr., 
M.D., Director, Epidemiology Residency 
Program, NYSDH, 84 Holland Ave., 
Albany 8, N. Y. 


The Children’s, Miller, Riverview 
Memorial, St. Joseph, and St. Luke’s 
Hospitals of St. Paul, Minn., have 
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created the St. Paul Outpatient Center 
“to fill the mutual needs of the com- 
munity and the hospitals.” The new 
center, staffed by these hospitals, takes 
over the function and quarters of the 
Amherst H. Wilder Dispensary operated 
for 36 years by the Wilder Foundation 
for the needy in Ramsey County, The 
foundation leases its facilities to the 
center for $1 a year. In addition to 
providing low-cost services on a pay- 
what-you-can basis, the new center aims 
to assure ,the continuance of strong 
medical education programs for the in- 
terns and residents of cooperating hos- 
pitals. Another objective is to conduct 
research related to the care of the sick 
through the pooling of community re- 
sources and facilities. The center’s board 
of directors is composed of a physician 
and lay representative from each of the 
hospitals. Income is from two foun- 
dation grants of $50,000 a year at 
present, from patients’ fees, and from 


hospital funds. 


A fellowship training program in nu- 
trition, designed to help meet personnel 
shortages in newly emerging countries, 
has been established at the Institute of 
Nutrition Sciences, School of Public 
Health and Administrative Medicine, 
Columbia University (New York), by 
seven major food processsrs. The Bor- 
den, Campbell Soup, Corn Products, 
General Feads. General Mills, H. J. 
Heinz, and Pillsbury organizations have 
provided for 13 fellowships, each valued 
at $6,000. Fellows will take advanced 
study in food supplies and technology, 
human nutrition, deficiency diseases, 
nutrition in preventive medicine, and 
the problems involved in changing the 
food habits of large groups of people. 
Other news from the institute: a new 
chair there named in honor of Dr. 
Robert R. Williams, the first to syn- 
thesize vitamin B;, has been endowed 
by the Williams-Waterman Fund for 
the Combat of Dietary Diseases and 
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the Research Corporation, a foundation 
which administers the fund. 


The first of an annual series of sym- 
posia on the diseases of laboratory 
animals will be held in Detroit, Mich., 
August 24, 1961, in conjunction with 
the annual convention of the American 
Veterinary Medical Association. The 
American Board of Laboratory Animal 
Medicine, which is in charge of arrange- 
ments, says the symposium will be the 
“first of its kind” anywhere. This year’s 
topic will be “The Diagnosis of the 
Diseases of Laboratory Rodents.” Fur- 
ther information from the ABLAM, 
Argonne, Ill. 


Plan for 12 Chicagos in 15 Years 


With the increase in urban popula- 
tions and the consequent spilling over 
of people into fringe areas, the need 
for more adequately prepared engineers 
to work along with trained city planners 
in metropolitan development is increas- 
ingly appreciated. 

In the forefront of those who so 
appreciate the many problems created 
by this “irregular and ungraceful 
spread,” urban sprawl, are Northwestern 
University, Northeastern Illinois Metro- 
politan Area Planning Commission, and 
the Public Health Service. Together 
they called a two-day conference in 
March, 1961, on Environmental Engi- 
neering and Metropolitan Planning. 
Sessions took place at Northwestern’s 
Technological Institute in Evanston, III. 

The conferees sought to define the 
engineering parameters in metropolitan 
area problems and to correlate the 
proper roles that civil and sanitary en- 
gineers and city planners must play if 
urban sprawl is to be converted into 
orderly urban expansion. Order was 
seen as adequate water supply, sewage 
disposal, air pollution control, and refuse 
disposal. Discussion of order focused 
on the need for keeping the commer- 


cial, industrial, residential, and recrea- 
tional requirements of the community 
in mind from preplan to follow-through. 

In the keynote address Robert J. 
Anderson, M.D., deputy chief, Bureau 
of State Services, PHS, asserted that 
“Truly effective team work among pub- 
lic works and health agencies is rare, 
indeed.” It is the hope of health agen- 
cies and the Public Health Service that 
“all agencies in the community (will 
collaborate) to the end that the health 
of the community will be automatically 
built into any and all developmental 
growth plans.” Otherwise public serv- 
ices will continue to be subject to ex- 
pensive “surgical” repair and rehabili- 
tation procedures. It was his expectation 
that from the conference would “come 
more than just another set of platitudes 
and pious protestations of interest and 
concern.” His address was followed by 
some 15 papers, to each an assigned 
commentator, during the balance of the 
conference. Delegates spent one morn- 
ing in ten concurrent workshop sessions. 

Roy Sorenson, chairman, California 
Commission of Metropolitan Problems, 
advocated forming cooperative agencies 
that coordinate the public health engi- 
neering efforts of an entire metropolitan 
area. He gave Toronto and Dade 
County, Fla., as examples of super- 
government covering such an area. 
Another possible solution: the establish- 
ment of special area-wide districts for 
each problem—water, air pollution, sew- 
age treatment and, refuse disposal. Still 
another: voluntary cooperation of mu- 
nicipalities in an area thereby eliminat- 
ing the need for an official metropolitan 
coordinating agency. A persisting prob- 
lem, however, is that “The public is 
generally unaware and apathetic. Con- 
cern about our giant, sprawling, urban 
complexes is still largely confined to 
sociologists, political scientists and those 
professionals who struggle with facets of 
the problem.” If so, why? Among the 
diverse reasons: People’s tolerance level 
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is high. (“They feel the inconvenience 
of traffic congestion but assume that 
highway departments are working at 
it.”); the real consequences of urban 
sprawl are of a scale not readily appar- 
ent, nor have we made it “easy enough 
for people to understand the metropoli- 
tan problem. . . . But if we work at it, 
we can learn through trial and error 
how to describe the metropolitan prob- 
lem in terms which will capture atten- 
tion and motivate change.” 

Ivan A. Nestingen, undersecretary, 
U. S. Department of Health, Education, 
and Welfare, gave some dimensions of 
the sprawl problem. “A million acres of 
land a year are being added to our 
metropolitan complexes. Land equiva- 
lent to a large state has already been 
put into highways.” As to surface water 
supplies for people in urban complexes, 
Gordon E. McCallum, chief, Division of 
Water Supply and Pollution Control, 
PHS, called for “the development of 
a long-range plan for 50 years or more 
ahead.” It appeared to be the con- 
sensus of participants that the country 
would have to build the equivalent of 
12 Chicagos in 15 years to take care 
of its growing population. 

Among those offering methods for 
alerting the public to plan its courses 
realistically was Wesley E. Gilbertson, 
chief, Division of Engineering Services, 
PHS, who described the new “Environ- 
mental Health Planning Guide” (PHS 
Publication No. 823). This has been 
prepared to help communities analyze 
facts on health services and facilities 
within an expanding urban area. He 
cited its use by the Citizens Civic Asso- 
ciation of Fort Wayne and Allen County, 
Ind. A high degree of energetic and 
purposeful action by this group has 
aroused a good deal of public support 
for the results of the study, he said. 
(The study has been published by the 
Fort Wayne group under the title of 
“We Can Have All This and Environ- 
mental Health, Too.” Copies may be 
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available through Thomas P. Riddle, 
Jr., executive secretary of the CCA, 
which is officed in the Fort Wayne 
Bank Building.) 

John A. Logan, Dr.Eng., chairman, 
Department of Civil Engineering, North- 
western Technological Institute, served 
as conference chairman. Daniel W. 
Evans, regional engineer, Region V, 
Public Health Service, was co-chairman. 
Proceedings of the conference will be 
available late in the summer from 
Northwestern University Press, 1840 
Sheridan Road, Evanston, III. 


PERSONALS 


Freverick O. A. ALmQuist, formerly chief, 
Water Supplies Section, Sanitary Engineer- 
ing Division, Connecticut State Department 
of Hcelth, is now director of the division, 
succeeding Warren J. Scort,* retired. 

Harotp E. Bassirr,* formerly reached at 
USOM MINN APO 301, San Francisco, is 
now professor, University of Roorkee, 
Roorkee, India. 

Leon Banov, M.D.,* for almost 50 years di- 
rector of Charleston County (S.C.) Health 
Department, has retired. 

Henry K. Beye, M.D., M.P.H.,¢ formerly with 
the Laboratory of Clinical Investigations, 
National Institutes of Health, is now di- 
rector, Middle American Research Unit, 
field station of NIAID Laboratory of Tropi- 
cal Virology, Panama. 

Leroy E. Burney, M.D., M.P.H.,* former 
Surgeon General, Public Health Service, has 
been named to the newly established post of 
vice-president for the health sciences at 
Temple University, Philadelphia, Pa. 

Mary T. CALLAHAN, formerly therapeutic dieti- 
tian, Massachusetts General Hospital, Boston, 
is now dietetics consultant, Nutrition Sec- 
tion, Michigan Department of Health, Lan- 
sing. 

Cotonet Georce R. Carpenter, MC, USA,* 
chief, Preventive Medicine Division, First 
U. S. Army Medical Section, has retired. 

Witsur J. Conen,t assistant secretary (for 
legislation), U. S. Department of Health, 
Education, and Welfare, has received the 
Florina Lasker Award for social welfare for 
his “unique and indispensable role in shap- 
ing the Social Security program.” 

Dona.p J. Davins,t formerly with the National 
Consulting Section, National Office of Vital 


* Fellow. 
+ Member. 
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Statistics, is now chief, Records and Statis- 
tics Section, Colorado State Department of 
Public Health. 

Lioyp M. Farner, M.D., formerly head, Tuber- 
culosis Control Section, Washington State 
Department of Health, is now commissioner 
of public health, Arizona State Department 
of Health, succeding C. G. Satssury, M.D.,¢ 
retired. 

Joun A. Hacan, formerly state supervisor, 
Pennsylvania Bureau of Rehabilitation, is 
now rehabilitation consultant, American 
Heart Association. 

Hazet M. Hauck, Ph.D.,* professor of food 
and nutrition, New York State College of 
Home Economics, Cornell University, has 
retired after 29 years of service at Cornell. 

Guien J. M.P.H.,* regional engineer, 
Public Health Service, Region VI, is di- 
recting the activities of the Department of 
Water Pollution Control, Kansas City, Mo. 

Maurice Kamp, M.D., M.P.H.,* formerly di- 
rector, Louisville-Jefferson County (Ky.) 
Health Department, is now director, Char- 
lotte-Mecklenburg County (N.C.) Health 
Department. 

Cameron F. McRae, M.D., M.P.H.,* formerly 
commissioner > health, Seneca County 
(N.Y.) Department of Health, is now deputy 
health director, Macomb County Health 
Department, Mount Clemens, Mich. 

Peter G. Meex,t formerly director, New York 
Office, and northeast regional representative, 
National Society for Crippled Children and 
Adults, becomes executive director, National 
Health Council, on August 1. 

Mitton E. Parker,* has resigned as professor 
and director, Department of Food Engineer- 
ing, Illinois Institute of Technology. He 
will continue his consulting practice at 135 
S. LaSalle St., Chicago, Ill. 

Criarence F. Pearson,* formerly planning di- 
rector, Health and Hospital Division, Health 
and Welfare Council of Metropolitan St. 
Louis, is now director, Field and Community 
Health Bureau, Metropolitan Life Insurance 
Company, New York, N. Y. 

Leonarp J. Rater, M.D.,* formerly vice- 
president and secretary, surgical and medi- 
cal care plan, United Medical Service, Inc. 
(New York City’s Blue Shield), is now ex- 
ecutive vice-president of UMS. 

Georce Rosen, M.D., Ph.D.,* Editor, Ameri- 
can Journal of Public Health, and professor 
of health education, Columbia University 
School of Public Health and Administrative 
Medicine, has been awarded the William 
H. Welch Medal of the American Associa- 
tion for the History of Medicine for his 


* Fellow. 
Member. 


contributions to the historical sociology of 
medicine. 

O. K. Sacen, Ph.D.,* formerly chief, Special 
Studies, U. S. National Health Survey, is 
now chief, National Office of Vital Statistics, 
and assistant director, National Center for 
Health Statistics, Public Health Service. 

Atexis SHetoxov, M.D.,¢ formerly director, 
Middle American Research Unit, Panama 
field station of the NIAID Laboratory of 
Tropical Virology, is now chief, Laboratory 
of Tropical Virology, National Institutes of 
Health, Bethesda, Md. 

Paut F. Smirn, Ph.D.,* formerly assistant 
professor, Department of Microbiology, 
School of Medicine, University of Pennsyl- 
vania, is now with the Department of Micro- 
biology, School of Medicine, State Uni- 
versity of South Dakota, Vermillion. 

Freprick J. Srare, M.D.,* chairman, De- 
partment of Nutrition, Harvard School of 
Public Health, has received the American 
Medical Association’s 1961 Joseph Gold- 
berger Award for outstanding work in the 
field of clinical nutrition. 

Harry Srierw,* formerly with the Research 
Facilities Planning Section, National In- 
stitutes of Health, is now head, Equipment 
Development Unit, Robert A. Taft Sanitary 
Engineering Center, PHS, Cincinnati, Ohio. 

Gienn S. Usner, M.D.,* formerly special 
assistant for medical activities, Communi- 
cable Disease Center (Washington office), 
Public Health Service, is now medical di- 
rector, Owens-Illinois, Toledo, Ohio. 

Leo Wane, M.D.,* formerly medical director, 
Esso Standard, Division of Humble Oil and 
Refining Company, is now vice-president for 
administration, and member, Sloan-Ketter- 

’ ing Institute for Cancer Research, New York 
City. 

Hevten M. Wattace, M.D., M.P.H.,* chief, 
Child Health Studies Branch, Division of 
Research, Children’s Bureau, is on a three- 
month assignment as WHO consultant to the 
Government of Uganda. 


DEATHS 


Hesrert Borcuarpt, D.D.S.,¢ information and 
editorial specialist, Division of Occupational 
Health, U. S. Public Health Service, Wash- 
ington, D. C., in March (Medical Care Sec- 
tion). 

Dorotuy R. Hart, M.S.N.,¢ director of 
nurses, Seneca (N. Y.) Department of 
Health, on May 2 (Public Health Nursing 
Section). 

Harotp L. Matone,* acting director, Bureau 
of Engineering, Oklahoma State Department 
of Health, on May 15 (Engineering Sec- 
tion). 
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Biancue R. Speep, R.N.,* district supervisor 
nurse, South Carolina State Board of Health, 
on April 18 (Public Health Nursing Sec- 
tion). 

Max M. VanSanopt, M.D.,* chairman of the 
Health Manpower Task Force, Office of De- 
fense Mobilization, Washington, D. C., on 
April 22 (Medical Care Section). 


CONFERENCES AND DATES 


American Public Health Association. 
Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 


Ninetieth Annual Meeting, Miami 
Beach, Fla. October 15-19, 1962. 


State and Regional Public Health Meet- 
ings—July, August, and September: 

Minnesota Public Health Association. 
Hotel St. Paul, St. Paul. September 
28-29. 

Nebraska Public Health Association. Hotel 
Lincoln, Lincoln. September 21-22. 

Pennsylvania Public Health Association. 
University Park, Pennsylvania State 
University. August 20-24. 


Meetings of Other Organizations: 

American Hospital Association. Atlantic 
City, N. J. September 25-28. 

American Psychological Association. New 
York, N. Y. August 31-September 6. 
American Veterinary Medical Association. 
Sheraton-Cadillac Hotel, Detroit, Mich. 

August 20-24. 

Inter-American Conference on Occupa- 
tional Medicine and Toxicology, Third. 
Biscayne Terrace Hotel, Miami, Fla. 
August 6-10. 

International Cancer Congress, VIII. 
Moscow, Russia. July 22-28. 

International Conference of the Interna- 
tional Medical Association for the Study 
of Living Conditions and Health, Third. 
St. Vincent, Aosta Valley, Italy. Sep- 
tember 29-October 1. 

International Union for the Scientific 
Study of Population. Loeb Student 
Center, New York University, New 
York, N. Y. September 11-16. 

Middle Eastern-Mediterranean Paedia- 
tric Congress, Second. Hacettepe, An- 
kara. September 6-9. 

Muscular Dystrophy Associations of 
America. New York, N. Y. July 6-7. 
National Association of Sanitarians. Chase- 
Park Plaza Hotel, St. Louis, Mo. July 

9-14, 

National Council on Family Relations. 
University of Utah, Salt Lake City. 
August 23-25. 
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LaMOTTE CHEMICAL 
Chestertown, Md. U.S.A. 
Specialists in 
Colorimetric Testing Methods 
pH-Chlorine-Q.A.C.-etc. 


Field kits for food tests - 
test papers - reagents - 
Blood and Urine Tests 

Send for Illustrated catalog 
Dept. PH 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 
Reports, Designs, Supervision of Construction, In- 
vestigations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 

mission on specimens furnished upon request 

THE DICKMAN LABORATORIES 

ALBERT DICKMAN, Ph.D. 
128 S. Seventeenth Street, ‘P.O. Box 2091 
Philadelphia 3, Pa. 


HEDENBURG AND VENABLE 
Consulting Chemists and Engineers 
Insecticides and Pesticides 
Air Pollution and Industrial Hygiene 
Disaster Investigation 
6lIl Fifth Avenue, Pittsburgh 32, Pa. 


NEWING LABORATORIES, Inc. 
260 ISLIP AVE., ISLIP, N. Y. 
SERVICE IN THE SANITARY SCIENCES 
Industrial—Municipal—Private 
Water—Sewage—Food—Air 
Analyses—Research 

oved by N. Y. State Dept. wd Health 
BERN ARD NEWMAN, Ch.E., ., Director 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 
Available to State and a Health Departments 


Merit Systems 
Examinations Field Consultation 
American Public Health 
1790 Broadway, New York 19, 


They’Il need more than 
money. They’ll need a 
peaceful world to grow up 
in. U.S. Savings Bonds are 
shares in a stronger Amer- 
ica. Buying them helps your 
country assure freedom’s 


security. 


How to make your money 
grow up with your family 


The only bills that don’t grow right 
along with your kids are dollar bills. 
But you can make your dollars grow 
too—by investing them in U.S. Sav- 
ings Bonds. Say you start to put 
$6.25 a week into U.S. Savings Bonds 
when your daughter is three years 
old. By the time she’s in high school 
—and wants shoes and dresses and 
the beauty shop for herself instead 
of for her doll—you’ll have close to 
$3,900 to help you meet these “‘grow- 
ing-up expenses.”” And over $600 will 


You save more than money with U.S. Savings Bonds 


This advertising is donated by The Advertising Council and this magazine. 


be earned interest. 

Why U.S. Savings Bonds 

Make Good Saving Sense 
+ You invest without risk under a U.S. 
Government guarantee - You now earn 
334 % interest to maturity - You can 
save automatically on the Payroll Sav- 
ings Plan - You can buy Bonds at any 
bank - Your Bonds are protected against 
loss, fire, even theft - You can’t lose your 
money - You can get your money any 
time you want it—with interest - You 
save more than money —you buy shares 
in a stronger America. 


VOL. 51, NO. 7, A.J.P.H. 


| 
| | 
@ 
i 


Preserue your JOURNALS 


With a Jesse Jones 
Volume File 


Specially designed and produced for 
the American Journal of Public Health. 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is snemae priced, 
in spite of its costly appearance. It is 
sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 
3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


Directory of Public 


Health. Statisticians 
Sixth Edition (1958) 


This edition lists the names of 1,322 
public health statisticians and, in addi- 
tion, gives job titles, degrees, agency or 
company affiliation and addresses. 


It is a book made to be useful to not only 
the statistician, but also to agencies and 
health departments. Get your copy now 
through the APHA Book Service, For the 
small cost of $1.00 a copy to Members on 
prepaid orders, and $1.50 a copy to non- 
members, you may have the latest “who’s 
who” of the statisticians in public health. 


AMERICAN PUBLIC HEALTH 
ASSOCIATION, INC. 


1790 BROADWAY NEW YORK 19, N. Y. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway 


New York 19, N. Y. 


APPLICATION FOR MEMBERSHIP 


(Please type or print) 


(street) (city) (zone) (state) 
(title) (organization) 
(street) (city) (zone) (state) 
(title) (organization) (city and state) (dates) 
EDUCATION (achools, dates, degrees 


Please complete application on reverse side. 
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eee , too, has its place in a well 


balanced diet. As a pure, wholesome 
drink, it provides a bit of quick energy 
... brings you back refreshed after work 
or play. It contributes to good health 
by providing a pleasurable moment’s 
pause from the pace of a busy day. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 


Health Officers and Nutrition Health 
Laboratory and Child Health............Dental Health 
Statistics Health Education __............Medical Care 
Engineering and Sanitation............Public Health Nursing Mental Health 
Occupational Health epidemiology Unaffiliated 


ENDORSER: The endorser of this application must be a Member or Fellow of the Ameri- 
can Public Health Association. If you cannot obtain the actual signature, print the name 
and address so that the Administrative Office may procure it for you. 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 

The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members 
joining after July 1 will receive the Journal beginning with July; such applicants may pay 
one year’s dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 

Dues must be received before applications are reviewed by the Committee on Eligibility 
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PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


Nation’s Heal 


Subecription (USA) 

ngle copies 
APHA 
An A 


raisal Method for M: ie 


Housing id Planners: 
ret I. Nature oad Uses of the Method. 1945. $1.00 


Appraisal of Dwelling Conditions. Vol. 


A—Director’s $3.00. Vol. B—Field 


Di 
Procedures. $2.00. C—Office Procedures. 
Part III. Appraisal of Neighborhood Environ- 
ment. 1950. $3.00 
Baker’s i ic. 1767. Facsimile Delta 
Omega od., 1908. 74 pp. $5.00 
Basic Principles of H althful Housing. 2nd ed. 
e atory i 1 PBs 
Chronic tation 
Guide for State and Local Health Agencies. 
Control of municable Diseases in Man. 9th 
ed. 1960. 235 pp. 
Control of Malnutrition in Man. 1960. 140 pp... $1.50 


Digqnatis Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. .............. $7.50 


Directory of Public Health Statisticians. 6th ed. 


Special price to members on prepaid evdere only. $1.00 
Epidemio! 
osy (Part October 1960) $1.00 
For use in the study and 
an community health Programs ....... 
General Medical Care in Local Health 
Guide to a Community Health Study. 1960. 231 $2.25 
Guides Servi for Handi Children: 
Cleft Lip and Cleft Palate 1955, 84 pp. ...... 50 
Hearing Impairment—1956. 124 pp. ........... 50 
Heart Disease and tic Fever—1960, 118 
JP. $35 
Vision and Eye Problems—1956. 112 pp. ....... 


th Supervision of Young Children. A Guide 
for Practicing Physicians and Child Health 


Con- 
ference Personnel. 1960. 180 pp. .......-.+++++ $3.00 
Housing an Aging Population. 1953. 92 pp. ..... $1.00 
Methods for De: ini Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 
Nutrition Practices: A Guide for Public Health 
Administrators. 72 pp. .......-++s+ee+eeeeeeees $1.00 
Principles for Healthful Rural Housing. Ist ed. 
Proposed Housing Ordinance. 1952: 24 pp. ...... $1.00 


Public Exposure to Ionizing Radiation. What Pub- 
lic Health Personnel Needs to Know. 1958. 


Public Health and Hospitals in the St. Louis Area 
—A Mid-Century Appraisal. 1957. 414 pp. .... $4.50 
Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. .......--- 5 
Recommended Methods for the i 
Examination of Foods. 1958. 207 pp. ........- $4.50 
Products. lith ed. 1960. 480 pp. ........... $7.00 
Photographic Sediments Charts ..........- $2.00 
Standard Methods for the Examination of Water 
and Wastewater. llth ed. 1960. 650 pp. ..... $10.00 
Special price to members of APHA, AWWA, 
and WPCF on prepaid orders only for a single 
Standards for Healthful Housing: 
Planning the Neighborhood. 1960. ...........- $3.00 
Planning the Home for Occupancy 2¢h0ee 


1950. 00 
Construction and Equipment of the Home. 1951. $2.00 


Swimming Pools and Other Public Bathing Places. 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 60 pp. .......- $1.00 


35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN sOURNAL OF PUBLIC HEALTH 


Bacterial Cleanabili Various Types of Eating 
Surfaces. 053° 25 
rt on Internati Health. April, 1958. 3 
ait on the History and Philosophy of Public 
Health. April, 1960." 16 pp. te 35 
Bookshelf on the Social Sciences and Public 
——, on Virology. April, 1961. 8 pp. ....... 15 
of Health and Morbidity. 


Certain Aspects of ‘Ze Microbiology of Frozen 
Concentrated Orange Juice. June, 1956. 8 pp.  .10 
Staphylococcal Typing Phages. April 


Creative Health and the 9 of Habeas Men- 
tum. February, 1956. 12 pp. 25 
Disability — Cash Benefits lh Rehabilitation? 


Driver Behavior and Accidents. May, 1957. 8 pp.  .10 
Environmental Aspects of Staphylococcal Infections 
PP. 


50 


Givers’ Dilemma. Editorial. October, 1954. 4 pp. 
= Shattuck—Still a Prophet. February, 1949. 3 
sponsibilities. official statement of the 
American Public Health Association. March, 


On the Use of ore is in the Field of Public 
Poultry Inspection. Official tatement APHA. 
Public Health Policy on Radiological Health. 
Quo Vadis—Public Health? June, 1960. 2 pp. 10 
State Health Department—Services and Responsi- 
bilities. February, 1954. 20 pp. ..........00005 35 
Statement A Uses of Staphy- 
lococcal Phage Typing September, 1959. ...... 25 


ted Home Prevention Activities 
‘or Health Departments. May, 1956. 8 pp. ...  .10 


Tax-Su hae Health and Welfare Services. Janu- 


Order from the Book Service — Advance Payment Is Requested 
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ted Care for the Needy. Octo- 


H 
$1.50 
$1.50 


DIRECTORY OF TECHNICAL EXHIBITS 


89th Annual Meeting 


Detroit, Michigan 


AMBCO, Inc., Los Angeles, Calif., Booth 708. 


American JourNaL or Nursinc Co., New 
York, N. Y., Booth 622. 


American Sreritizer Co., Erie, Pa., Booth 
138. 


Association Conventions Exuisits, New 
York, N. Y., Booth 137. 


tB-D Lasoratortes, Inc., (B-B-L, Capper & 
Fatcon Dtvistons) Baltimore, Md., Booths 
619 and 620. 


Becton, Dickinson & Co., Rutherford, N. J., 
Booth 604. 


Bertone Heartnc Aw Co., Chicago, IIL, 
Booth 711. 


Birrner Corp., New York, N. Y., Booth 202. 


Breon Lasoratortes, Inc., New York, N. Y., 
Booth 712. 


Case Lasoratortes, Inc., Chicago, IIL, Booth 
811. 


Cereat Institute, Inc., Chicago, Booth 
102. 


Certirieo Broop Donor Service, Jamaica, 
N. Y., Booth 612. 


Curcaco Dreretic Suppty House, Inc., 
Chicago, Ill, Booth 820. 


Cuicoree Mitts, Inc., New York, N. Y., 
Booth 614. 


Curean Topine Epucationat Bureau, Inc., 
New York, N. Y., Booth 609. 


Curyster Corp., Detroit, Mich., Booths 611 
and 511. 


Curyster Corp., Donce Car anp Truck 
Drvision, Detroit, Mich., Booths 610 and 
512. 

tTue Coca-Cora Co., Atlanta, Ga., Booth 812. 


Cuno Encrneertnc Corp., Meriden, Conn., 
Booth 618. 


+ See advertisement(s) in this issue. 


Cobo Hall 


November 13-16, 1961 


D’Armicene, Inc., Lindenhurst, N. Y., Booth 
201. 

+Dirco Lasoratories, Detroit, Mich., Booth 
701. 

Tue Drversey Corp., Chicago, Ill., Booth 
520. 

Economics Lasoratory, Inc., St. Paul, 
Minn., Booth 502. 

EMKO Co., St. Louis, Mo., Booth 809. 


Encyciopaepia Britannica, Inc., Chicago, 
IIL, Booth 807. 


EncycLopepiA AmerIcANA, Grand Rapids, 


Mich., Booth 224. 


Encecnarp Hanovia, Inc., Hanovia Lamp 
Drviston, Newark, N. J., Booth 617. 


Everrure, Inc., Chicago, Ill, Booth 803. 


Cirrus Commission, Lakeland, Fla., 
Booth 510. 


Fivorrras Corp., Flint, Mich., Booth 715. 


Foro Division or Forp Motor Co., Dear- 
born, Mich., Booths 822 and 823. 


Gatvanizep Ware MANUFACTURERS COUNCIL, 
Chicago, Ill., Booth 821. 


Great Booxs or THE Western Wor, 
Southfield, Mich., Booth 506. 


Hack Suoe Co., Detroit, Mich., Booth 902. 


Heattu Insurance Councit, New York, 
N. Y., Booth 403. 


Hernicke Instruments Co., Hollywood, Fla., 
Booth 713. 


Hevstern, Inc., Hartford, Conn., Booth 602. 


Hosart Manuractrurtnc Co., Troy, Ohio, 
Booth 813. 


Jounson & Jounson, New Brunswick, N. J., 


Booth 721. 


Kimperty-CLark Corp., Neenah, Wis., Booth 
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DIRECTORY OF TECHNICAL EXHIBITS (cont.) 


89th Annual Meeting 


Detroit, Michigan 


Kimste Guiass Co., Toledo, Ohio, Booth 601. 


Lenn & Fink Propucts Corp., Toledo, Ohio, 
Booth 608. 


Licensep Beverace Inpustries, Inc., New 
York, N. Y., Booth 722. 


Tas Corp., St. Louis, Mo., Booth 
810. 


THe Macmitran Co., New York, N. Y., 
Booth 724. 


Maico’ Etectronics,_ Inc., 
Minn., Booth 816. 


Mepicat Coacnues, Inc., Oneonta, N. Y., 
Booth 


Mepicat Guin, Lrp., New York, N. Y., 
Booth 907. 


Merck Suarp & Doume, West Point, Pa., 
Booth 621. 


Mites Repropucer Co., Inc., New York, 
N. Y., Booth 109. 


Miturrore Fivrer Corp., Bedford, Mass., 
Booth 906. 


Tue C. V. Mossy Co., St. Louis, Mo., Booth 
519. 


Minneapolis, 


NationaL Anitine Di «, ALLIED CHEMI- 
caL Corp., New York, N. Y., Booth 521. 


NationaL Datry Councit, Chicago, IIL, 
Booth 616. 


Nationa... Live Stock & Meat Boarp, 
Chicago, Ill, Booth 824. 


Nuctear Inpustrates, Inc., Valley Stream, 
N. Y., Booth 422. 


Hermien Nuspaum & Associates, Chicago, 
IlL, Booth 814. 


OrtHo PuHarmaceuticaL Corp., 
N. J., Booth 718. 


+Panray Corp., New York, N. Y., Booth 324. 


Parer Cup & Contatner Institute, INc., 
New York, N. Y., Booths 702 and 703. 


+Parxe, Davis & Co., Detroit, Mich., Booth 
801. 


Raritan, 


t See advertisement(s) in this issue. 


Cobo Hall 


November 13-16, 1961 


Pennsatt Cuemicats Corp., Philadelphia, 
Pa., Booth 603. 


Pepst-Cota Co., New York, N. Y., Booths 
111 and 112. 


+Prizer Lasoratories, Division or CHas. 
Prizer & Co., New York, N. Y., Booth 518. 


PHARMACEUTICAL MANUFACTURERS ASSOCIA- 
TION, Washington, D. C., Booth 815. 


Procrer & Gamete Co., Cincinnati, Ohio, 
Booth 808 


ProressionaL Tare Co., Inc., Riverside, IIl., 
Booth 623. 


+Ross Lasoratories, Columbus, Ohio, Booth 
802. 


W. B. Saunpers Co., Philadelphia, Pa., 
Booth 101. 


R. P. Scuerer Corp., Hypospray Dtvision, 
Detroit, Mich., Booth 421. 


Scnuoot Suppty Co., Forest Park, 
Ill., Booth 723. 


Screntiric Equipment MANUFACTURING CorpP., 
New York, N. Y., Booth 806 


Seataicut Co., Inc., Fulton, N. Y., Booths 
705 and 706. 


Tue Seven-Ur Co., St. Louis, Mo., Booths 
804 and 805. 


Srerwin Cuemica.s, Inc., New York, N. Y., 
Booth 404. 


Tampax Inc., New York, N. Y., Booth 825. 
Tassette, Inc., Stamford, Conn., Booth 615. 


Titmus Optica. Co., Inc., Petersburg, Va., 
Booth 704. 


Voupate, Inc., Long Island City, N. Y., 
Booth 401. 


Wrern Lasorarories, 
Booth 


ZenttH Rapio Corp., Chicago, Booth 
901. 


Philadelphia, Pa., 
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Research* shows why 


Cariogenic Enzymatic Activity 


The two important factors in judging the caries-producing potential of 
a food are: (1) its form and (2) the amount of time it is in the mouth. 


Recent dental research* makes it apparent that liquids pass so rapidly 
through the mouth they leave only minimal residue on gums and teeth. 
Therefore liquids provide little chance for caries-related action. 


Specifically, soft drinks are found to have virtually no relationship to 
oral conditions involved in the acidogenic theory. They may be enjoyed 
for their purely beneficial qualities—encouraging liquid intake, vital 
for maintaining body fluid balance; providing quick energy; stimulating 
appetite by aiding digestion. 


*Shaw, Jas. H., Caries-producing Factors; a Decade of Dental Research, J. Am. 
Dent. A., 55 :785 (Dec.) 1957. 

Ludwig, T. G., and = Acid Production from Different Carbohydrate 
Foods in Plaque and Saliva; ~~ — Observations Upon the Caries-Producing 
Potentialities of Various Foodstuffs, J. Dent. Research, 36:56 (Feb.) 1957. 
Bibby, B. G., Effect of Sugar Content of Foodstuffs on Their Caries-Producing 
Potentialities, J. Am. Dent. A., 51:293 (Sept.) 1955. 


American Bottlers of Carbonated Beverages 
Washington 6, D.C. 


i 

ca Soft Drinks DO NOT AID. 


(| IN THE CHE MOTHERAPY OF TUBERCULOSIS | 


Buffered Buffered 


Acid ‘Ponroy’) Aci 
‘on 
Ponroy') Isoniazid ‘Panroy') 


NONE SURPASS PANRAY 


SODIUM CALCIUM POTASSIUM 
i 


ylic Aci odiu (Colcium otassiv 
i Pora Aminosalicylate Poro Aminosclicylate Pora Aminosalicylote 


Dihydrote ‘Ponray’) Trihydrote ‘Ponray'’) *Ponray') 


i 4 
for QUALITY...ECONOMY...REPUTATION 


PREDNISONE) | ISONIAZID | pypipoxtve | PARASAL 
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OF SOME CONCERN 
What Is the Official Plating Medium? 


THE ANSWER to this question is a matter of immediate concern to 
State Laboratory Directors, Milk Laboratory Survey Officials, and other 
dairy laboratories. There have been many conflicting reports and mis- 
understandings as to the current status of Standard Plating Medium. 


Standard Methods for the Examination of Dairy Products, 11th edition 
1960 (APHA) describes the Agar Plate Method and the materials to 
be used. This compendium specifies the use of Standard Methods Agar 
(Plate Count Agar) conforming to the formula appearing in the appen- 
dix (34) or one “giving equivalent” results. It goes on to say, “Before 
official use as a basis for determining Standard Plate Counts, all ingredi- 
ents alleged to give ‘equivalent results’ (3.07a) should have unqualified 
approval for such use by the Sub-committee on Standard Methods for 
the Examination of Dairy Products of the APHA.” 


No official compendium, Standard Methods, 1 1th edition, USP or AOAC 
stipulates that, “official use” recommends a medium that is certified by 
the Microbiological Media Commission. Neither does the United States 
Public Health Service or any other official agency recommend the use of 
certified media. This presumed condition and recommendation or 
requirement has been grossly misrepresented. 


The Microbiological Media Commission is a privately owned and 

operated corporation. It has no official connection with the American 

Public Health Association, although it is mentioned in Standard 

Methods, 11th edition. This reference is clearly qualified by a footnote 

aa stating that certification procedure had not become functional and 
certified media would not be available until a program is implemented 
that is acceptable to the APHA., 


The American Public Health Association has not implemented a pro- 
gram that recognizes the Microbiological Media Commission or certified 
media. The only official plating media is STANDARD M2THODS 
AGAR as described in Standard Methods for the Examination of Dairy 
Products, 11th edition 1960 and as Tryptone Glucose Yeast Agar in the 
USP and AOAC. In addition to specifying the ingredients, Standard 
Methods further specifies performance to meet productivity standards as 
described in the American Journal of Public Health, 44:935,1954. 


We hope this information will serve to clarify the status of official 
plating media and will assist the milk laboratories in selecting a brand 
of Standard Methods Agar (Bacto-Plate Count Agar) that meets all 
prescribed standards of quality and performance. 
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